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This dissertation would not have been possible without the honest, candid
interviews provided by my participants. I am indebted to them for entrusting me with
such personal, private information and motivating me to tell their stories so others may
benefit. During the most difficult times of writing this paper, I would always remember
that my participants were not just communicating their health narratives, but they were
sharing the stories of their lives. I think about my participants often, pray for their wellbeing, and hope my dissertation may someday help others like them. For these reasons, I
dedicate this dissertation to all family members who have lived with or are currently
living with addicts.

Email received from Participant 007 on August 24, 2012:
“Tracy, it was a pleasure to meet you today. I hope that the information I shared about
“my story” will be of benefit to your dissertation. After I left, the doubts of my ramblings
being helpful to you hit me, and at least you heard the success of one warrior woman to
another  I’ll be praying for you, not only for your challenge at hand, but as a mother,
wife-to-be, and a healthy child of God. Stay true to who God made you to be—using your
gifts to help those who are hurting and need encouragement. Blessings sweet girl.”
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Abstract
Schaffer, Tracy Manning. Ph.D. The University of Memphis. May, 2014. The
Experience of the Addiction-Affected Family: A Communication Based Interpretive
Phenomenological Analysis. Major Professor: Amanda J. Young, Ph.D.
The purpose of my research is twofold: to better understand the experience of
living with an addict as communicated through family members’ illness narratives, and to
give addiction-affected family members a voice. A gap currently exists in the literature
regarding the experience of the addiction-affected family, as well as mental health
literacy and its role in addiction. To address this gap, I performed a phenomenological
study of family members who have dealt with or who are dealing with an addict who is
also perceived to have the dual diagnosis of mental illness. I recruited participants using
chain referral sampling. Using in-depth, semi-structured interviews, I explored my
research questions by interviewing nine people who are family members of an addict.
My research questions focused on five areas: health and mental health literacy,
social support, illness narratives, systems theory, and Interpretive Phenomenological
Analysis (IPA). I looked for two themes in my data (social support and health literacy)
and the IPA process revealed two more (agency and keeping and revealing secrets). I
borrowed from Arthur Frank’s (1995) narrative typologies (Chaos, Restitution, and Quest
narratives) to create a parallel set of narratives specific to the addiction-affected family
(Crisis, Resolved, and Resilient narratives). I then used my new typologies as a lens to
better understand the themes that emerged from my participants’ narratives and answer
my research questions.
I plan to use the information gained from this project to add scholarship to the
discipline regarding mental health and addiction. My goal is to add a new dimension to
v

the communication tools researchers and practitioners use to understand and equip family
members in coping with the difficulties associated with addiction. I also plan to
eventually develop a literacy-based intervention to promote attendance as well as
improve communication in support groups such as Al Anon.
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Chapter 1
Introduction: Giving Families a Voice
My brother Matt1 has struggled with addiction since he was 14. Although over the
past 23 years Matt has been in several different recovery centers, he has also had times of
sobriety. Unfortunately, in 2009 one of his best friends was killed in a car accident and
this tragic event triggered renewed drug abuse and depression that resulted in a suicide
attempt on July 15, 2010. Matt was taken by the police to a local psychiatric facility and
admitted to the Dual III unit, which treats both addiction and depression. A major
challenge my family and I experienced at this facility was the lack of accountability we
felt from the healthcare providers. When my brother was deemed “okay to leave” only 48
hours after being admitted, my family was panicked at the thought of him being
prematurely released. No one (doctors, nurses, counselors, insurance representatives)
took the responsibility for making the decision for my brother’s release.
My family called an emergency meeting that resulted in my brother staying in the
facility for two additional weeks. I am certain that my family’s knowledge and ability to
ask the right questions, act as advocates, and effectively communicate our needs to the
hospital staff were the factors that led to my brother’s ability to stay in the facility longer.
Unfortunately, I believe that our family is the exception, rather than the norm, in our
ability to advocate for my brother. It is this experience that inspired me to study the

1

Matt has given his permission for me to use his real name for the purposes of this dissertation.
See Appendix A for his signed consent form.
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experiences of other addiction-affected family members in the hope of someday helping
others.
Addiction, which very often is accompanied by depression (or is the result of
depression), is the “biggest single public and mental health problem in modern society”
(Khantzian & Albanese, 2008, p. xv). Many of those who suffer from depression attempt
to self-medicate by abusing drugs, alcohol, or prescription drugs to alleviate the pain
(Koob & Le Moal, 2008; Markert & Nikakhtar, 2000; Miller & Heather, 1986). One in
four Americans, approximately 70 million people, suffer from depression at some point
in their lives, and many of these people also experience addiction (McLellan, McKay,
Forman, Cacciola, & Kemp, 2005). Psychiatric symptoms are common among
individuals with an addiction and some of these individuals suffer from both substance
abuse and a psychiatric disorder. These patients, or those have been labeled with a “dual
diagnosis” (Solomon, Zimberg, & Shollar, 1993, p. ix), are more difficult to treat than
patients who have only one disorder because they require an integrated treatment
approach that addresses both problems (Evans & Sullivan, 2001). According to Ziedonis
and Brady (1997), 14% of the general population has three or more comorbid disorders
(two or more disorders at the same time) (e.g., substance abuse and psychiatric
disorders). It is estimated that 15% of adults suffer from alcohol or drug addiction during
their lifetime (Epstein, Barker, Vorburger, & Murtha, 2004). Ziedonis and Brady (1997)
explain that addiction and mental illness are linked and often produce similar behaviors
whose causes and effects are difficult to separate.
Certainly family members who have a good understanding of health terms and
concepts regarding mental illness and addiction will have a better understanding of
2

addicts’ behavior than those who do not. Therefore, health communication and health
literacy play a vital role in addressing addiction for patients, providers, and family
members (Karp, 2001; Stern, Doolan, Staples, Szmukler, & Eisler, 1999). My family’s
experience exposed us to the reality that navigating the mental health care system is
extremely difficult and frustrating and suggested to us the need for increased
communication among families, patients, and providers. It was also clear that effective
communication in this setting, as in any healthcare setting, is dependent on a sufficient
level of health literacy, which according to Zarcadoolas, Pleasant, and Greer (2006) is a
person’s ability to “seek out, comprehend, evaluate, and use health information to make
informed choices, reduce health risks, and increase quality of life” (p. 55).
The World Health Organization (WHO, 2003) defines health as “the state of
complete physical, mental and social well-being and not simply the absence of disease”
and mental health as “a state of well-being in which every individual realizes his or her
own potential, can cope with the normal stresses of life, can work productively and
fruitfully, and is able to make a contribution to her or his community” (WHO, 2003).
When the people we love are unable to cope with the stresses of life and abuse alcohol or
drugs, a myriad of complex health problems arise for the addict as well as those closest to
him or her (Hassan, McCabe, & Priebe, 2007). Addicts are often forced (by courts or
ultimatums by family members) to check themselves into rehabilitation centers where
they are given psychological treatment and coping strategies. One of the fundamental
communication problems in this scenario, though, is that family members are not
provided with information and coping strategies unless they know to seek help from
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support groups such as Al Anon (Humphreys & Kaskutas, 1995; Khantzian & Albanese,
2008; Lewis, Dana, & Blevins, 1994).
The dearth of communication studies regarding mental health is another reason
that I have chosen to study this area. Out of 36 widely used health communication text
books, only nine mention addiction or mental health and only one of them devotes a
chapter(s) to the subject: (Chapters 8 and 9, Hiefferon & Brown, 2008, Rhetoric of
Healthcare). Clearly this topic requires more attention. To address this need, I have
dedicated this study to the addiction-affected family to better understand their
experiences dealing with an addict. One of the goals of my research is to address the gap
in the health communication and health literacy literature to include mental health and
substance abuse.
Using the WHO definition of health and mental health as a starting point, I
contribute to the argument that mental health is not only as important as physical health,
but also largely ignored by health communication and health literacy literature. By using
theory and analysis of illness narratives, social support, listening, health literacy and
mental health literacy, I demonstrate how the gaps in health communication literature
regarding mental health and addiction could be addressed.
Zarcadoolas et al. (2006) point out that “more than half the adults in the United
States find it difficult, if not impossible, to understand their health plan coverage, read
instructions for taking medications and drug interactions, or understand and act on public
health warnings” (p. 1). In addition, according to the National Adult Literacy Survey,
approximately 45% of the U.S. population (90 million people) has limited health literacy.
My long-term research goal is to develop and test communication and literacy
4

interventions for families who do not have enough education, knowledge, or health
literacy to advocate for their loved ones. Although my family did not have all of the
answers, we had the ability to know where to go to find those answers. My family’s
experience at this hospital is what inspired me to explore the communication needs and
health literacy levels of families who cope with an addict’s behavior.
In previous research, I focused on the efficacy of Alcoholics Anonymous on
young people (Manning-Hood, 2005). I completed a case study of the participants of AA
located at a church in the Memphis area to assess, in part, what participants gained from
the meetings. I conducted interviews and observations and found that three main themes
emerged: accountability, mentoring, and belonging. I now address the other side of AA:
the family members who suffer from the emotional stress caused by addicts. I want to
give these families a voice. By using the power of illness narratives provided by
participants, I want to better understand the experiences of this specific population.
The first Al Anon meeting I attended had about 15 people, many of whom were
“regulars.” Because I was new, the leader of the group explained that Al Anon was
created to help those who felt unable to help the addict in their lives. The leader then
asked volunteers to explain to me what Al Anon meant to them. One woman explained
that although her husband had been sober for 20 years, she still attended weekly Al Anon
meetings for herself. Another elderly gentleman stated that even though his alcoholic
wife had died ten years ago, he still attended regular Al Anon meetings to share what he
had learned with others. The fact that members still choose to attend meetings long after
the addict in their lives has recovered or died illustrates the concept that these support
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groups exist to help those dealing with the addicts’ behavior and that it is less about the
addict.
Another characteristic I immediately noticed was the ritualistic nature of these
meetings. We read the Twelve Steps, Twelve Traditions, and Twelve Concepts of Service
of AA aloud (see Appendices B, C, and D) and then began an open discussion with a
topic where participants shared their personal stories, or narratives, of how addicts had
affected their lives. The topic for that day was “control.” The leader of the meeting
stressed that members have the power to make personal choices that lead to greater peace
of mind, regardless of the choices the addict makes. As each person shared their story, the
group attentively listened. Ekman and Friesen’s (1975) influential work, Unmasking the
Face, discusses a person’s ability to use facial expressions and gestures to communicate
non-verbally and in this case, show understanding and agreement. People nodded their
heads and smiled, which communicated that they understood and empathized with each
speaker (Knapp & Hall, 2009). Because the actions of addicts have significant effects on
those closest to them, it is important to study the rhetorical strategies that family
members use or don’t use that help or hinder coping effects.
Many of the concepts discussed in the literature as well as my own work in illness
narratives cross boundaries into different disciplines. The intrinsic value of understanding
illness narratives requires a holistic, biopsychosocial viewpoint. While I am focusing on
the communication aspects of this study, my goal is to also contribute to other fields such
as public health, health promotion, anthropology, sociology, and psychology.
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Chapter 2
Review of the Literature
The goal of my research is to better understand the experience of living with an
addict as communicated through family members’ illness narratives. I examined five
areas to help me better understand this topic: health and mental health literacy, social
support, illness narratives, systems theory, and Interpretive Phenomenological Analysis.
Health Literacy
Health literacy is increasingly recognized as a fundamental and essential factor in
health care delivery and outcomes (Keller, Wright, & Pace, 2008; McCormack et al.,
2010; McCormack, Rush, Kandula, & Paasche-Orlow, 2011; Rubin, Parmer, Freimuth,
Kaley, & Mumbi, 2011; Schwartzberg, VanGeest, & Wang, 2005; Sheridan et al., 2011).
Schwartzberg, VanGeest and Wang (2005) use the American Medical Association’s
definition of health literacy as “a constellation of skills, including the ability to perform
basic reading and numerical tasks required to function in the health care environment” (p.
4). The National Library of Medicine (2012) defines health literacy as “the ability to
understand health information and to use that information to make good decisions about
your health and medical care” (nlm.nih.gov). Gazmararian, Curran, Parker, Bernhardt,
and DeBuono (2005) add that health literacy is “not only a reading skill but also writing,
speaking, listening, numeracy, cultural and conceptual knowledge” (p. 317). Regardless
of the exact definition they use, scholars agree that health literacy skills are vital in
reading health information, understanding prescription directions, interpreting charts, and
calculating dosages of medicine (Baur, 2000, 2010; Blanquicett, Amsbary, Mills, &
Powell, 2007; Kickbush & Ratzan, 2001; Lawrence, 2008; Ratzan & Parker, 2006). In
7

sum, all of the health literacy research leads to the same conclusion: increased health
literacy leads to positive health outcomes while lower health literacy negatively affects
health outcomes (Berkman, Davis, & McCormack, 2010; DeWalt, Berkman, Sheridan,
Lohr & Pignone, 2004; Hahn, Choi, Griffith, Yost, & Baker, 2011; Rudd & Keller, 2009;
Safeer & Keenan, 2005; Schwartzberg et al. 2005; Sheridan et al., 2011). Volandes and
Paasche-Orlow (2007a) assert that limited health literacy is a more powerful predictor of
health status and health related behaviors than race or education and is considered a main
determinant of health. Hardie, Kyanko, Busch, LoSasso, and Levin (2011) found that
better health literacy was associated with fewer inpatient admissions, fewer emergency
department visits, and lower total medical spending. Similarly, low health literacy has
been linked to poorer health outcomes (DeWalt et al., 2004; Wolf et al., 2007). Dewalt, et
al. (2004) found that patients with low literacy had less knowledge and fewer perceived
health resources. Zarcadoolas et al. (2006) add that low health literacy leads to improper
use of medications, inappropriate use or no use of health services, poor self-management
of chronic conditions, and poor health outcomes.
Functional literacy and health literacy. Health literacy is not a concept that is
fully understood even by those trained in medicine or communication; likewise, these
professionals often do not automatically differentiate between functional literacy and
health literacy. Volandes and Paacshe-Orlow (2007b) support this claim when they
discuss how scholars who reviewed their work “interchanged the term health literacy
with functional literacy” (p. W1). While functional literacy includes basic literacy skills
such as reading, arithmetic, and using documents, health literacy also includes skills such
as how to use the healthcare system, find medical information, understand medical
8

instructions, and decipher prescription labels (Hardie et al., 2011; Ratzan, 2008; Ratzan
& Parker 2006; Volandes & Paasche-Orlow, 2007a). Volandes and Paasche-Orlow
(2007a) distinguish between basic literacy and health literacy by stating, “while basic
literacy skills, such as reading, arithmetic and using documents are core attributes of the
broader concept, health literacy also includes skills such as how to use the healthcare
system, having cognitive dimensions such as memory and attention, and displaying
adequate neurosensory capacities such as vision and hearing” (p. 5).
Because functional literacy and health literacy are different concepts, it is
possible that people with a high degree of functional literacy may have very low health
literacy. For example, even though a person may read at a graduate level, they may still
have difficulty understanding their insurance coverage, may be unable to successfully
navigate the healthcare system, or may not know what questions to ask a healthcare
provider. The National Library of Medicine (2012) claims that “health information can
even overwhelm people with advanced literacy skills” (nlm.nih.gov). Thus, people from
all levels of socio-economic and educational levels can experience negative health
outcomes due to an insufficient level of health literacy.
Health literacy as social justice. Health literacy, and thus full and effective
access to healthcare, is a social justice issue (Parker & Gazmararian, 2003; Parker,
Ratzan, & Lurie, 2003). Volandes and Paasche-Orlow (2007a) argue that “one way to
examine the role of justice in health inequalities is the position of the least well off in the
healthcare system” (p. 7). Many of those who are health literate may find it difficult to
empathize with someone who is unable to navigate the health care system (McCormack
et al. 2011; Paasche-Orlow, Wilson, & McCormack, 2010; Paasche-Orlow, & Wolf,
9

2010). Schwartzberg et al. (2006) add that since large groups of the population (e.g.,
poor, elderly, minorities, immigrants) demonstrate limited literacy, it is important to
examine its consequences on health. Ratzan and Parker (2006) stress that health
disparities need to be addressed for disadvantaged groups. Gazmararian (2005) adds that
although the average American has an 8th grade reading level, the average medical/health
information is written at a college level. She states that it is unethical to “provide
information to a patient that is too difficult to understand or access” (p. 318).
Gazmararian et al. (2005) also address health literacy as an ethical imperative.
Looking at health literacy from an ethical perspective creates a paradigm shift that binds
the ideologies of public health and communication (Bernhardt, 2004; Guttman & Ressler,
2001). Creating a message for a specific, targeted population takes time, consideration,
and cultural sensitivity. These are the very concepts the field of communication has been
teaching for years. Using a term such as ethical imperative cuts across all disciplines and
speaks to those who work in healthcare. For example, graduates of medical school recite
the modern version of the Hippocratic Oath (pbs.org/wgbh/nova/body/hippocratic-oathtoday.html) as a reminder to ethically practice medicine. Health communication scholars
understand that effective communication, including inquiries into patients’ levels of
health literacy, is indeed an ethical imperative.
Mental health literacy. Individuals struggling with mental health and addiction
issues often are victims of social injustice in varying degrees. One common barrier for
these patients is a low level of health literacy coupled with the complexities of navigating
the mental healthcare system, or even obtaining mental healthcare at all. According to the
National Institute of Mental Health, an estimated 26.2% of Americans ages 18 and older,
10

about one in four adults, suffer from a diagnosable mental disorder in a given year
(nimh.nih.gov). Mental health literacy refers to knowledge and beliefs about mental
disorders, including addiction, that aid recognition, management, or prevention (Bohnert,
Zivin, Welsh, & Kilbourne, 2011; Chang, 2008; Illardi, 2009; Jorm et al., 2006; Jorm et
al., 1997; Mond, Hay, Rodgers, & Owen, 2008; Wolf et al., 2007). In spite of the World
Health Organization’s assertion that just healthcare must address the “well-being,
prevention of mental disorders, and treatment and rehabilitation of people affected by
mental disorders” (who.int/topics/mental_health/en/), low levels of mental health literacy
continue to be a barrier to a full understanding of mental health issues, both for patients
and their families, and as well as healthcare providers who do not specialize in mental
health.
Through my family’s experience, I realized that finding and maintaining
appropriate care requires not only a high degree of general health literacy but also mental
health literacy. Even though my family has college/graduate school educations as well as
a high degree of health literacy, we still found ourselves in the vulnerable and frightening
position of ensuring that my brother received appropriate care. When dealing with mental
illness and addiction, both the patient’s and the family’s cognition and perception are
affected, making it difficult to know the best course of action for the family. Patients and
families who start with low health literacy face even more problems. Lincoln and
colleagues’ findings affirm that people with alcohol and drug dependence (as well as
their families) with low health literacy often experience worse depressive symptoms than
those with higher health literacy (Lincoln et al., 2006).
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Low mental health literacy across American society as well as in most cultures
worsens the stigmas attached to mental disorders (Giorgianni, Grana, & Keith, 2004; Kim
& Stout, 2010; Klin & Lemish, 2008). Mond et al. (2008) found that those with low
health literacy were more likely to attach stigma to mental health conditions than those
with higher health literacy. Young (2009) states that Americans have “culturally
dominant ideas about severe mental illness as personal weakness, something shameful,
and a condition that necessarily leads to isolation and disenfranchisement” (p. 52). Davis,
Gazmararian, and Kennen’s (2006) work in cross cultural health literacy acknowledges
cultural differences regarding misconception of the causes of depression (e.g., caused by
unknown powers or evil spirits). Chang’s discussion of mental health stigma is also
similar to Gazmararian et al. (2000) work on the effects that negative perceptions of
mental illness can have on patients and families.
Lack of health literacy and mental health literacy often results in patients and
families failing to receive adequate mental health treatment or social support simply
because they are unable to access the care they need (or do not know that care exists).
Increasing health literacy and mental health literacy will help address problems in our
healthcare system and will help families and patients gain vital information, including
ways to garner social support within the medical system, the community, and their
families. Along with healthcare professionals, health communication scholars have an
ethical imperative to conduct research in mental health literacy and develop interventions
to address this need among patients, families, and healthcare professionals.
Specific challenges in mental health literacy. Within mental health care, two
areas present common and persistent needs for mental health literacy: misperceptions of
12

the causes of depression and addiction, and the concept of dual diagnosis in mental health
treatment. According to the National Institute of Mental Health, approximately 15 million
Americans suffer from clinical depression. Although depression is commonly diagnosed,
many misconceptions about its symptoms, causes and treatment still exist. Myths and
misconceptions may contribute to stigma attached to depression, discouraging those
affected to talk about their symptoms or seek treatment (Wang & Lai, 2008).
Some believe chronic depression to be embedded in personality disorder, have
limited response to treatment, and have a poor prognosis although these myths have been
shown to be untrue (Diamond, 2000; Flores, 2004; Hanninen & Koski-Jannes, 1999;
Khantzian & Albanese, 2008; Mueser, Fox, & Mercer, 2002). In addition, Michalak and
Lam (2002) discuss the importance of understanding depressive disorders as long-term,
chronic experiences rather than acute, episodic conditions. Finally, it is important to note
how lack of knowledge regarding mental illness can lead to stigma. Chang (2008)
addresses the consequences of low mental health literacy, stating that “without a clear
understanding of mental illness, the general public holds very negative attitudes towards
mental illness” (p. 37). Chang also notes that stigma may also cause those affected by
mental illness to feel a lack of support. I found in my interviews that the more
participants understood about mental illness (in particular depression and bipolar
disorder) the more likely they were to also understand addiction, since many times the
two are intertwined.
According to the National Institute on Alcohol Abuse and Alcoholism, nearly
one-third of people with major depression also have problems with addiction. O'Grady
and Skinner (2012) argue that one problem with treatment facilities is that most programs
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specialize in mental health or addiction treatment rather than treating both together.
When treatment centers are unable to adequately help those suffering from both addiction
and mental illness, those seeking help likely experience frustration, exclusion, and failure
(Bulger, Wandersman, & Goldman, 1993; Daley, Moss, & Campbell, 2002; Mueser et al.
2003; Skinner, 2005; Watkins, Lewellen, & Barrett, 2001).
Dual diagnosis/treatment for dual diagnosis. Many people who suffer from
mental health issues choose to self-medicate with drugs or alcohol; likewise use of drugs
or alcohol can lead to depression. Because it is difficult to determine the interplay of
depression and addiction, receiving proper treatment for dual diagnosis requires increased
mental health literacy levels. When patients show symptoms of both substance use and
mental health problems, they are labeled as having a “dual diagnosis” (Drake,
McLaughlin, Pepper, & Minkoff, 1991; Wise, Cuffe, & Fischer, 2001). Dual diagnosis is
defined as the coexistence of a severe mental health condition and a drug abuse and/or
dependence disorder (Dixon, 1999; Evans & Sullivan, 2001; Horsfall, Cleary, Hunt, &
Walter, 2009). Benaiges, Prat, and Adan (2010) argue that dual diagnosis patients show
more clinical treatment difficulties and higher morbidity than those suffering from either
mental illness or addiction. Dual diagnosis is also known as co-occurrent disorders or
concurrent disorders (Brady, Humbert, & Fleming 1996; Minkoff, 1989; O'Grady &
Skinner, 2012; Mueser, Drake, & Wallach, 1998; Mueser et al., 2003; Tsemberis, Gulcur,
& Nakae, 2004). Such co-occurrence can be synchronic (happening in the same moment)
or diachronic (happening over time) (Buckley, 2006; Drake et al., 2001; Jacobsen, 2003;
Tiet & Mausbach, 2007). Because most programs specialize in either mental health or
addiction treatment, dual diagnosis is under diagnosed and inadequately treated (Buckley,
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Brady, & Hermann, 2011; Drake & Wallach, 2000; Greenfield, Weiss, & Tohen, 1995;
Moggi, Ouimette, Moos, & Finney, 1999; Mueser et al., 1998; Noordsy, Schwab, Fox, &
Drake, 1996). James and colleagues (2004) and Miller, Meyers, and Tonigan (1999) add
that when people present with both mental health and addiction issues, the patient and/or
family members have a more difficult time understanding treatment options. Kranzler and
Rosenthal (2003) argue that patients suffering from concurrent disorders experience
complex problems that are difficult to understand, let alone treat. In fact, dual diagnosis
patients tend to have increased rates of relapse, psychiatric readmission, and criminal
involvement (Clark, 2001; Mueser, Fox, & Mercer, 2002; Silver, 1999; Sciacca &
Hatfield, 1995). Finally, Benaiges and Adan (2010) found that patients with dual
diagnosis are more likely to seek help initially but are less likely to remain in treatment or
to achieve positive results from treatment. I agree with these findings; my family
experienced the difficult task of trying to determine whether or not my brother’s
unpredictable behavior was caused by drug use or mental illness. For a year or so leading
up to my brother’s suicide attempt, he had been in several psychiatric hospitals and rehab
centers, none of which were able to accurately diagnose him as having bipolar disorder,
depression or determine if his actions were a result of drugs. The process of my brother
being admitted, treated, released and relapsing was extremely difficult and frustrating for
my entire family.
Having a family member who suffers from dual diagnosis can have powerful
effects on the family system (O’Grady, 2005). Greenberg, Kim, and Greenley (1997) note
that many times it is the family members who are the ones most likely to notice the early
stages of mental illness and substance abuse problems, and to experience the negative
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effects on relationships, community, school, and workplace. In addition, family members
of dual diagnosis patients often have limited access to the resources, information, and
support they need to help their loved ones (Clark, 2008; Dixon, 1999; Jubb & Shanley,
2002; Kelly & Newstead, 2004; Mueser et al., 2002). Mueser et al. (2003) note that often
times even when efforts are made to include family members in the recovery process,
there may still be a lack of knowledge about how to involve them effectively. Several
studies focus on the associations of family relationships and recovery when both mental
illness and addiction are present (Copeland & Heilemann, 2011; Fals-Stewart, O`Farrell,
& Birchler, 2003; Healey, Peters, Kinderman, McCracken, & Morriss, 2009; Jevne &
Williams, 1998; Mueser & Fox, 2002; Townsend, Biegel, Ishler, Wieder, & Rini, 2006).
One way to look at this is through systems theory.
Systems Theory in Communication
Health literacy, mental health literacy, social support, illness narratives are all
significant concepts in my work, but I am using systems theory in communication as a
theoretical framework to understand the communication issues in the application of these
elements to mental health literacy. Systems theory, which includes family structure, is not
a way to analyze data but rather to demonstrate how interconnected families are and how
one’s actions affect the whole family unit (L’Abate, Farrar, & Serritella, 1991; Luhmann,
1995). Russell (2012) adds that individuals, families, and healthcare systems require a
basis, like systems theory, to understand how these elements build on and affect one
another.
In 1974 von Bertalanffy introduced general systems theory to address the
biological needs of living organisms. He identifies two main ideas that support this
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theory. First, along with a system, there are subsystems, or smaller parts that function as
their own system. And second, all living things interact with their environment (von
Bertalanffy, 1974). Systems can be open or closed. An open system is like a plant; it
grows by taking in light, water and air, all of which are outside the plant itself. In
contrast, a closed system is open to neither its environment nor change and, therefore,
does not grow; rather it entropies—or dies. For example, individuals exist as subsystems
in an open system of community. But if they isolate themselves, many of their core
concepts of being (such as mental health, physical health, and communication) can
disappear.
Katz and Kahn (1978) applied general systems theory to organizations. A
company can also be a closed system, not open to new ideas, technologies, or research; in
theory, this company would not thrive and would close. D’Aprix (1977) argues that
human communication cannot be studied in isolation; to do so would mean disregarding
the environment. He also notes that the greatest quality that humans bring to their work is
the ability to understand their role in a larger system such as an organization. Within
healthcare, systems theory predicts that healthcare organizations will thrive if they are
open to new concepts (e.g., Patient and Family Centered Care2) or close if they do not
adopt new ideas or technologies that can help them treat patients more effectively.
Unfortunately, little to no work in PFCC or other patient-centered care philosophies has
addressed mental health. Systems theory is especially salient in my work because:

2

Patient and Family Centered Care is an approach to the planning, delivery, and evaluation of
health care that is grounded in the mutually beneficial partnerships among healthcare providers, patients,
and families. (Dickey, Truten, Gross, & Deitrick, 2011; Earp, French, & Gilkey, 2008; Gerteis & Picker
1993).

17

1. Al Anon and support groups are social systems. Families of addicts are influenced
by their experiences with (or lack of) social support groups as well as perceived
access to a social support system.
2. Families and others close to an addict can be viewed as a type of system because
addicts and their behaviors do not exist in a vacuum. Rather, their actions affect
parents, siblings, friends, and significant others.
3.

Systems theory provides a holistic viewpoint. With addiction, many
interconnected parts are at play; mental health issues and family issues all
influence the addict and his or her behavior.

4. The mental healthcare system, which consists of doctors, nurses, administrators,
counselors, insurance companies, patients, and families, often operates as a closed
rather than an open system. Systems theory offers a way to understand and
address the mental health literacy needs of everyone in the system, as well as the
social support needs of families. It also offers a theoretical framework to develop
communication interventions to help open the mental healthcare system to growth
and effectiveness.
Theories in keeping and revealing secrets. All systems, including families,
include secrets and the revealing of secrets. The themes of secret keeping and secret
revealing were repeated throughout each of my interviews. My participants disclosed
their personal experiences with the pressure to keep secrets regarding a family member’s
addiction as well as the scenarios that led to those secrets being revealed. Regardless of
the relationship with the addict (e.g., parent, spouse, sibling, child), the stories were
similar in that “shame” and “embarrassment” were the motivation for maintaining
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secrets. To my knowledge, existing communication literature does not discuss secret
keeping or telling specific secrets in the addiction-affected family, but rather addresses
the subject in more general terms. However, studying the literature in health outcomes,
managing the perceptions of others, and self-esteem, as well as the prevalent theories and
models regarding secrets, has enabled me to make sense of my data that connect family
systems to secret keeping and revealing.
Communication literature links revealing secrets to positive health outcomes
(Carr, 2006; Frattaroli, 2006; Harvey, Orbuch, Chwalisz, & Garwood, 1991; Pennebaker
& Francis, 1996). For example, Pennebaker, Kiecolt-Glaser, and Glaser (1988) concluded
that “confronting traumatic experiences [through disclosure] was physically beneficial”
(p. 239). Borkovec, Roemer, and Kinyon (1995) found that disclosure eased worry and
Pennebaker and Francis (1996) state that the act of confiding in someone whose reaction
is positive or empathic can lead to successful coping and improved health. Major and
Gramzow (1999) found that revealing secrets decreased stress. Kelly, Klusas, von Weiss,
and Kenny (2001) argue that when people believe they will learn something from
disclosing a secret or make sense of what that secret means to them, they are more able to
come to terms with their trauma, which in my study, is the difficulty of living with the
self destructive choices of an addict.
In contrast, several studies address how people attempt to manage the perceptions
of others (Cupach & Metts, 1994; Leary & Kowalski, 1990; Ogilvie, 1987; Schlenker,
1980) and argue that self-presentation is a primary reason for keeping secrets (Bok, 1984;
Caughlin, Afifi, Carpenter-Theune, & Miller, 2005; Greene & Faulkner, 2002; Kelly &
McKillop, 1996). Authors also note that while most people go to great lengths to manage
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public aspects of the self, they may also keep secrets from those closest to them (Afifi &
Steuber, 2009; Finkenauer, Engels, & Meeus, 2002; Vangelisti & Timmerman, 2001).
Several of my participants’ narratives support these findings by communicating their
feelings of needing to maintain the appearance of happiness to the public (such as at
work) while also hiding their problems regarding the addict in their lives (sometimes
even from those closest to them such as parents or siblings).
A common theme in the literature regarding secrets is self-esteem. While
Baumeister and Tice (1990) link secret keeping to an individual’s need for approval,
Leary (1990) argues that self-esteem is “a reflection of the individual’s assessment of the
implications of his or her behavior for social inclusion or exclusion” (p. 227). Afifi and
Steuber (2009) add that individuals with low self-esteem are more likely than those with
high self-esteem to expect social rejection if they reveal secret information. Leary and
Buttermore (2003) suggest that individuals with low self-esteem are particularly likely to
expect rejection and therefore avoid divulging secrets. However, others argue that low
self-esteem, which often afflicts both addicts and their families, leads to more secret
keeping (Baumeister, 1993).
Several models and theories seek to explain how individuals keep and disclose
secrets. Vangelisti (2004) cites the Preoccupation Model of Secrecy (Lane & Wegner,
1995), which claims that individuals who are keeping a secret must constantly think
about the secret so they do not accidentally reveal it. This model also addresses how the
protection of one’s self-identity motivates individuals to withhold information (Afifi &
Caughlin, 2006; Davidson, 2003; Vangelisti & Caughlin, 1997), which is particularly
problematic in communication in treatment for mental illness and addiction.
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Communication theories that address the keeping and revealing of secrets include
the Communication Privacy Management Theory (CPMT) (Petronio, 1991, 2000, 2002),
the Fever Model (Stiles, 1987), the Disclosure Decision Model (DDM) (Omarzu, 2000),
and the Risk Revelation Model (Afifi & Steuber, 2009). In addressing issues of
vulnerability in communication, CPMT posits that the more people trust others, the more
information is shared, while the less people trust others, the more guarded they are about
sharing private information. Stiles’ Fever Model (1987) argues that psychological distress
leads to the disclosure of secrets. Much like fever can help “break” infection, disclosure
tends to relieve distress (Stiles, Shuster, & Harrigan, 1992). Similarly, Disclosure
Decision Model (DDM) (Afifi & Steuber, 2009) describes the conscious choice
individuals make to disclose and the goals they want to achieve by disclosing that
information. Both the Fever Model and the DDM theorize that individuals reveal secrets
to gain relief or catharsis in spite of the risk of vulnerability.
Though similar to other disclosure theories, Afifi and Steuber’s Risk Revelation
Model (RRM) (2009) (Afifi & Steuber, 2009) is more specific than other disclosure
theories focuses not only on secret keeping or revealing but also on communication skills.
The RRM claims that an individual’s assessment of the risks involved with the disclosure
of secrets predicts his or her motivation to keep or reveal them. However, the RRM also
assumes that people are more willing to reveal their secrets when they have increased
perceived or actual levels of communication efficacy (Bandura, 1977), which concerns
people’s belief in their ability to communicate information to someone. A significant
claim that Afifi and Steuber (2009) make is that even if people are willing to reveal a
secret, they may not do so because they do not perceive that they have the ability to
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communicate effectively (Afifi & Caughlin, 2006). One’s perception of their
communication efficacy, in turn, should predict whether or not he or she reveals a secret.
If people do not think they have the ability to communicate well, they will likely continue
to conceal their secret. According to all of these theories, the decision to reveal secrets
depends on an individual’s level of confidence, or as Bandura describes, an individual’s
self-efficacy.
Secrets, self-efficacy, and agency. Theories of self-efficacy and agency suggest
that these constructs directly affect family members’ response to an addict’s behavior,
including their communication with and about the addict. According to Bandura's (1986)
Social Cognitive Theory, individuals possess the ability to “exercise a measure of control
over their thoughts, feelings, motivation, and actions” and can therefore influence or
change their environments (p. 76). Earlier Bandura (1977) defines perceived selfefficacy as “people's beliefs about their capabilities to produce designated levels of
performance that exercise influence over events that affect their lives” (p. 192). Social
Cognitive Theory defines agency as the intentionality of one’s functioning and life
circumstances toward human development, adaptation, and change (Bandura, 1986,
1994). Bratman (1999) adds that people are self-organizing, proactive, self-regulating,
and self-reflecting; they are not simply onlookers of their behavior. Bratman
complements Bandura’s ideas that people are not simply products of their circumstances;
rather they are active contributors who control their actions. In addition, Searle (2003)
notes that agency involves not only the deliberative ability to make choices and action
plans, but also the ability to construct appropriate courses of action and to motivate and
regulate their execution. Work in health communication suggests that both self-efficacy
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and agency are revealed as well as constructed through discourse (Rains & Young, 2009;
Richard & Nelson, 2012; Sun Young, Hyunseo, Hawkins, & Pingree, 2008; Torres &
Marks, 2009; Young & Flower 2002; Young & Rodriguez, 2006).
The theory of agency also raises the issue of freedom. When viewed from a social
cognitive perspective, freedom is viewed as the exercise of self-influence in service of
selected goals, desired outcomes, and future decisions (Bandura, 1986; Burns & Dietz,
1992; Meichenbaum, 1986; Schunk & Zimmerman, 1994; Young & Flower, 2002;
Young & Rodriguez, 2006). However, studies have also addressed the fact that people
often do not have the freedom or direct control over conditions that affect their lives
(Baltes, 1996; Brandtstädter & Baltes-Goetz, 1990; Gully, Incalcaterra, Joshi, &
Beaubien, 2002). As my interview data demonstrate, when the families of addicts feel
that they have lost control of their lives, it is especially important that their supporters
recognize and address low self-efficacy or a lack of agency. Many of my interviewees
demonstrated in their discourse that increased self-efficacy and agency had a direct
connection to their healing.
The self-efficacy component of Social Cognitive Theory has been widely tested in
varied disciplines and settings and has received support from a growing body of findings
from diverse fields. Self-efficacy beliefs have been found related to clinical problems
such as phobias (Bandura, 1983), addiction (Diamond, 2000; Marlatt, 1992) and
depression (Barling & Abel, 1983; Dixon, 1999). Although studies have addressed selfefficacy and agency in the realm of addiction, a lack of literature focuses on the
addiction-affected family. A significant gap in the literature in general, and in
communication literature specifically, has to do with family members’ interactions with
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organized and personal support systems. Additionally, health communication scholars
can add to our understanding of social support by examining the link between social
support and health outcomes, particularly among the family members of an addict.
Support Systems
Support groups are defined as a type of mutual helping group that comprises those
who share a common problem or need and provide important resources including care
information, emotional and psychological support. (Halonen, 2006; Humphreys &
Kaskutas, 1995; Nichols & Jenkinson 1991; Wei et al., 2012). Wei et al. (2012) found
that the health of participants was significantly improved after attending support groups.
Fields, Nichols, Martindale-Adams, Zuber, and Graney (2012) note the importance of the
relationship between anxiety, health and perceived access to social support.
Social support and health outcomes. Social support is defined as the link
between one’s well-being and relationships with others (Albrecht & Goldsmith, 2003;
Chattopadhyay, Mallya, Acharya, & Lim, 2012; Daniels et al., 2010; Goldsmith, 2004).
The concept of social support describes the “structure, processes, and functions of social
relationships” and may be described as the “starting point or initiator of a causal flow
toward health outcomes” (Glanz, Rimer, & Lewis, 2002, p. 189). Glanz et al. (2002)
argue that if the social support provided “helps to reduce uncertainty or helps to produce
desired outcomes, then a sense of personal control over specific situations and life
domains will be enhanced” (p. 189). Berkman et al. (2000) note that social networks and
support help people to find new contacts, pool resources, and solve problems more easily.
People assign meaning to events, and often meaning is created from social interactions.
Thoits (2011) adds that role modeling from those who share the same experiences helps
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to relieve the physical and emotional impacts of stressors. House, Landis, and Umberson
(1988) agree that the absence of social support is related to several negative health
outcomes, including an increase of coronary heart disease, complications in pregnancy
and delivery, and suicide.
Social support occurs when people communicate in ways that connect them with
each other’s experiences (Charmaz, 1991; Hwang, Ottenbacher, Lucke, Etchegaray,
Graham, Thomas, & Bernstam, 2011; Peterson, 2009). Conventional social support takes
place most often within established, multi-dimensional relationships, and primarily
between two people who have close, personal relationships (Cutrona & Suhr, 1992;
Leatham & Duck, 1990; Thoits, 2011). It may also take place in therapeutic relationships
(Robinson, Turner, Levine, & Tian, 2011) as well as through formal and informal social
networks (Albrecht & Goldsmith, 2003; Burleson, 1990; Cutter & Cutter, 1987; Glanz et
al., 2002; Thoits, 1995). Wethington and Kessler (1986), Segrin and Domschke (2011),
and others all report that relatively high levels of perceived social support and health are
positively associated. Often families who experience both mental and physical distress
while dealing with an addict’s behavior seek social support through groups such as Al
Anon. All socially supportive interactions require effective communication, including the
exchange of verbal and nonverbal messages conveying emotion, information, or referral
to help reduce someone’s uncertainty or stress. Supporters who have a high degree of
communication efficacy more effectively communicate both directly and indirectly to the
affected individual “so that he or she is valued and cared for by others” (Barnes & Duck,
1994, p. 176).
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However, I would also argue that informational support was provided through
each person’s illness narrative, though not in the form House suggests as advice or
suggestions. Rather, I found that illness narratives (stories from those experiencing
physical or mental illness that create meaning for themselves and others [Frank, 1995])
not only convey experience but they also define abstract concepts that family members of
addicts need to understand (e.g., the meaning of enabling). For example, families and
friends of addicts often want to control the behavior of the addict in an attempt to “help”
them (Nowinski, 1999; Timko et al., 2013; Timko, Young, & Moos, 2012). When my
brother began abusing substances to control his depression, my family interrogated him:
Who did he get the drugs from? Where was he getting money to buy drugs? Why didn’t
he stay on the medication the doctor had prescribed for his depression and bipolar
disorder? My family and I found however, that trying to control my brother’s actions was
never successful. My participants’ illness narratives richly illustrate similar struggles, and
reflect the philosophy that many social support groups (such as Al Anon) promote
regarding the futility of trying to control an addict’s behavior.
Al anon. House (1981) identifies four classes of supportive behaviors, all of
which can lead to increased well-being, both physically and mentally. Additionally,
Cawyer and du Pré (1995) argue that feedback and self-disclosure are essential elements
for communicating support. These behaviors are:


Emotional support (concern),



Appraisal support (affirmation or feedback),



Informational support (advice or suggestions), and



Instrumental support (physical or tangible assistance).
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The week after my brother’s suicide attempt, I joined my mother for my first Al
Anon meeting. The communication I witnessed at that meeting reflects two of four types
of support House suggests: emotional support and affirmation or feedback. I also noted
the unique communication that occurred in this meeting; members quietly listened to
each person’s story, but never offered suggestions or told them what to do about their
situation. My experience reflects the concepts in communication of active listening
(Chan, Joyner, Cronkite, & Timko, 2012; Cermak, 1989; Davis, 2010; Davis, Thompson,
Foley, Bond, & DeWitt, 2008; Gorman & Rooney, 1979; Sisson & Mallams, 1981;
Timko et al., 2012), which when practiced expresses respect for and attention to the
speaker; it gives that speaker permission to open up (Rogers, 1951). My experience is
supported by the Al Anon Family Groups website which states:
in Al Anon, members do not give direction or advice to other members. Instead,
they share their personal experiences and stories, and invite other members to
‘take what they like and leave the rest’ to determine for themselves what lesson
they could apply to their own lives (Al Anon.org).
Al Anon/Alateen, known as Al Anon Family Groups, is an international
“fellowship of relatives and friends of alcoholics who share their experience, strength,
and hope in order to solve their common problems” (Al Anon.org). Al Anon was founded
in 1951 by Lois Wilson, wife of Alcoholics Anonymous (AA) co-founder Bill Wilson.
She recognized the need for such an organization as family members began to recognize
their own health needs associated with their family members’ addiction. Because addicts
demand a lot of energy and attention, family members’ needs are often ignored. In Lois's
Story (Wilson, 1995) she explained what prompted her to seek treatment:
After a while I began to wonder why I was not as happy as I ought to be, since the
one thing I had been yearning for all my married life [Bill's sobriety] had come to
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pass. My life's purpose of sobering up Bill, which had made me feel desperately
needed, had vanished. ... I decided to strive for my own spiritual growth. I used
the same principles as he did to learn how to change my attitudes. ... We began to
learn that ... the partner of the alcoholic also needed to live by a spiritual program
(p. 137).
Al Anon is open to all family members and friends of alcoholics (Ablon, 1974;
Anderson & Swift, 1984; Room & Greenfield, 1993; Sisson & Malls, 1981) however,
groups focusing on adult children of alcoholics (ACOA) are becoming more common (Al
Anon Family Groups, 2011). Although their literature refers mainly to the problem of
alcoholism, Al Anon groups also discuss addictions other than alcohol, such as the abuse
of illegal and prescription drugs. Members of Al Anon demonstrate little diversity.
Nearly all of the Al Anon members in the United States are White (95%), 60-80% are
women, half are married, and a third have a college degree (Al Anon Family Groups,
2011). In 2007, Al Anon Family Groups published their 2006 Member Survey Results of
demographic and other information from Al Anon members in Canada and the United
States. Of those who responded (645), 88% indicated they were White, 85% were female,
and 58% were married. (Al Anon Family Groups, 2007). Two important findings from
this survey were that 33% stated that their overall health was “extremely affected” by
another person’s drinking and 82% of participants reported their mental health and wellbeing were “much improved due to Al Anon” (Al Anon Family Groups, 2007; Roth &
Tan, 2007, 2008; Timko, et al., 2012).
My experience at Al Anon reflects the concept that members of Al Anon have
important stories to share about their experiences with an addict, stories that describe the
effects of their loved one’s addiction has had on their lives, the impact on their emotional
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and physical well-being, and the benefits of the social support provided by Al Anon.
Therefore, through the narrative data my participants have provided, I have investigated:


How family members communicate their need for social support



The rhetorical strategies family members use, both in social support
settings and within family networks



Family members’ perceptions of the level of support available to them

Narrative Inquiry
According to Garro and Mattingly (2000) “stories can be a powerful medium for
learning and gaining understanding about others by affording a context for insights into
what one has not experienced” (p. 1). Baldwin (2005) notes that narratives set up a
“reciprocal relationship between writer and readers in which each is affected by the
other” (p. 1024). Frank (1995) adds that the act of providing narratives is a “dual
affirmation” and that through narratives relationships with others and the self is
“reaffirmed” (p. 56).
Illness narratives. In healthcare, a “turn to narrative” or storytelling has created a
paradigm shift in the way illness is communicated (Adame & Knudson, 2007; Clandinin,
2004, 2013; du Pré, 2002; Ellingson, 2005; Frank, 1998, 2000; Geist-Martin, Berlin
Ray, & Sharf, 2002; Harter, 2009; Harter, Japp, & Beck, 2005; Sharf, 2009; Sharf &
Vanderford, 2003; Sunwolf, 2003; Sunwolf & Frey, 2001). Charon (2006) defines
narrative medicine as “medicine practiced with these skills of recognizing, absorbing,
interpreting, and being moved by the stories of illness” (p. 4). Illness narratives allow
people to organize complex feelings about their illness and communicate them to others
(Launer, 1999; Ramírez-Esparza & Pennebaker, 2006; Saris, 1995). These stories can
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also provide insight into one’s feelings, hopes, and fears (Cawyer & du Pré, 1995;
Diamond, 2000; McAdams, Josselson, & Lieblich, 2001).
Three venues for illness narratives (conventional, online, and oral) exist that
effectively communicate illness and are worthy of investigation. Young (2009) addresses
narratives in the written form, arguing that “language in the form of narrative can
simultaneously contain traumatic experiences in ways that are therapeutic for the writer
and shape the meaning of those experiences for both the writer and for readers” (p. 67).
Although written narratives are extremely beneficial for those writing as well as those
reading them, conventional text-based narratives cannot be collaborative or dialogic.
Jodlowski, Sharf, Nguyen, Haidet, and Woodard (2007) investigate the use of
narrative in online conversations and report that these illness narratives “enable patients
to give order to life experiences and receive support from others” (p. 16). Han et al.
(2011) found that empathy was created within online cancer support groups. Wright
(1999) also found that participants who had positive experiences with online support
groups experienced a reduction in perceived life stress. Many online health related
support groups provide opportunities to write and read illness narratives, as well as
comment, ask questions, and receive feedback.3 These sites include:


Patients Like Me (www.patientslikeme.com), addresses over 1,000 health
conditions and helps connect patients suffering from similar conditions.



Care Pages (www.carepages.com/), encourages people to “share their
story and build a support circle.”

3

While health information garnered from these online sites can contribute to an increase in health
literacy, it must be corroborated with credible information from sites like Mayo Clinic, NIH, Cleveland
Clinic, and other hospital and government based information sources.
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Web of Addictions (http://www.well.com/user/woa/), provides general
information about alcohol and other drug addictions.



Another Empty Bottle (www.alcoholismhelp.com/), a site for friends and
families of alcoholics, providing links, help groups, hotlines, information,
and personal stories related to alcoholism.



Hope and Healing Web Chronicles (www.hopeandhealing.com/), provides
healing journals focusing on the spiritual journeys and personal
transformations of families affected by alcoholism and addiction.



MDJunction (www.mdjunction.com/dual-diagnosis), a dual diagnosis
support group for individuals diagnosed with a mental/emotional illness as
well as an addictive disorder and includes support for family members.

Blogs are also an important venue for illness narratives, often describing an
illness experience over time. Rains and Keating (2011) assert that bloggers who read
other blogs gain equal satisfaction as from posting their own.
While both written and online narratives are constructive and helpful, I have
focused on oral narratives because this is the primary way stories are communicated in Al
Anon and other face-to-face support group venues. Kleinman (1988) addresses narratives
in the oral form when he shares his experience of being a medical resident and helping a
young burn victim endure the agony of being bathed and cleaned of her dead skin each
day. He describes trying to take the girl’s mind off the cleaning process by talking to her
about anything besides the pain she was experiencing. What he discovered was that when
he asked the girl to describe her experiences, she created an oral pain narrative, which
helped her through the daily excruciating ritual.
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Oral narratives allow tellers and listeners to come together to create shared
meaning. One area of shared meaning between families of addicts is the concept of
“narrative interdependence,” which Weingarten (2001) defines as the “interrelatedness of
one person’s narrative to another’s” (p. 41). In other words, within families, one
member’s experience (with the addict in this case) is usually similar to narratives told by
the other family members. Actively listening to narratives is an important communication
strategy that shows people they deserve our attention, appreciation, and affirmation
(Baldwin, 2005; Nichols, 1995). Charon claims that the effective exchange of narratives
requires an agreement to listen ‘‘with authenticity in order to open up patients’ stories,
lives, and bodies” (p. 102). Rawlins (2009) adds that through “engaged speaking and
listening, stories demonstrate a person’s particular points of view, their meanings for their
physical and cultural conditions, and the temporal organization of their lives” (p. 170).
Nichols’ book The Lost Art of Listening (1995) argues how in order to effectively and
actively listen, we must forget ourselves and our agenda and submit to the other person’s
need for attention. He also asserts that we do not know how important active listening is
until we feel we are not being listened to. Several of my participants described the
difficulties associated with feeling that their needs were not listened to due to constantly
focusing on the addict.
Remen (1994) suggests that the act of listening to peoples’ stories may be healing
because we are able to see that we are not alone. Fisher (1987) argues that if as humans
we are natural storytellers, then we must also be natural story hearers. Frank (1995) adds
that “the ill person needs to reaffirm that his story is worth listening to by others and that
he is still there as an audience for himself” (p. 56). Rooks (2001) argues that stories have
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the power to “catch the listener off guard and penetrate the listener’s soul without the
need for immediate acceptance or awareness” (p. 37). As Schank and Berman (2002)
observed, narrative is an integral part of all learning and state that “our minds are
structured so that we cannot help but construct stories out of our experiences, and we
listen to stories with an innate ability to pull apart the details and fill out our memory
structures where they are lacking” (p. 311). A concept that constantly arose from my
participants regarding social support is the validation that they were not alone in their
struggles. My participants repeatedly communicated that hearing others’ stories (usually
in the setting of Al Anon or other support groups) was equally as beneficial as telling
their stories.
Hollihan and Riley (1987) studied how narratives and storytelling affected
members in support groups for parents with disruptive children. Through a qualitative
content analysis the authors found that the narratives were compelling, comforting, and
persuasive for those who told them as well as those who listened. Heath (2004) adds that
when we are facing a crisis, a heightened degree of uncertainty activates our human need
for sense/meaning making. At times, individuals share similar experiences, in which their
perspectives complement the development of a coherent narrative understanding. When
feeling as though they have a limited sense of particular situations, people also rely on
others’ viewpoints to provide clarity or assurance (Robinson, Turner, Levine, & Tian,
2011; Roe & Davidson, 2005; Rosenthal, 2003; Russell, 2012; Schafer, 1981).
Taylor (1996) adds that the experience of illness has the power to change who we
are, question why we are here, and what we are supposed to do with our lives and these
can best be answered by stories. Charon (2006) states that narratives of illness are
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“irreplaceable and often silent or at least transparent partner to human beings as they
make and mark meaning, coping with the contingencies of moral and mortal life” (p. 40).
Thompson, Dorsey, Miller, and Parrott (2003) assert that illness narratives are understood
by those who hear them because they discuss familiar characteristics of storytelling such
as characters (e.g., patients, family members, caregivers, and providers), plot (e.g.,
addicts who are using or in recovery) and setting (e.g., home, communities, hospitals, and
mental health facilities). Harter (2009) adds that narratives “invite us to stretch our
imagination to grasp events befalling another individual. To exercise our imagination
is to affirm our capacity to move beyond the boundaries of own bodies and experiences
to appreciate others’ storied representations of reality.” (p. 147).
We use narratives to structure and interpret our experiences; we remember them
and we apply them to our lives (Cheshire & Ziebland, 2005; Harter, 2009; Roberts &
Bailey, 2011; Yanos, Roe, & Lysaker, 2011). Additionally, we use mental health
narratives “as a way to proclaim experiences with mental illness, while at the same time
reclaiming our sense of self” (White, 2008, p. 4). Narratives allow us to gain insight and
become more than our illness or difficult circumstances. Frank (1995) emphasizes that
“as wounded, people may be cared for, but as storytellers, they care for others” (p. xii).
When we are sick and thus vulnerable, illness narratives allow us to be real and genuine,
allowing people to relate to us and our experience (Davis et al., 2008; Hollihan, & Riley,
1987; Sharf, 2009; Zajdow, 2002). Anderson and Montello (2002) add that “we
comprehend our own and each other’s lives through the stories that define us” (p. 85).
Addiction and mental health narratives. The literature regarding addiction
narratives tends to focus on the addict and not on family members (Carless & Douglas,
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2008; Hirschman & McGriff, 1995; L’Abate et al., 1991; Ridgway, 2001; Roberts, 2000).
For example, many popular autobiographies exist that tell stories of one’s addiction and
rehabilitation. Broken: My Story of Addiction and Redemption (2007) is William Cope
Moyers’ account of his journey of crack addiction and recovery. In 2003, James Frey’s
account of addiction and rehabilitation was chronicled in A Million Little Pieces,
although the authenticity of his autobiography was questioned after its release. Examples
of published mental health narratives abound. An Unquiet Mind (1995) chronicles author
Kay Jamison’s experience living with bipolar disorder. The Noonday Demon (2001) by
Andrew Solomon discusses his agonizing and heartbreaking experiences with depression.
Hanninen and Koski-Jannes (1999) focused on 51 autobiographical stories of
people who had been able to quit their various addictions. The authors discovered five
different story types among these self-narratives: the AA story, the growth story, the codependence story, the love story and the mastery story. Jodlowski et al. (2007)
investigated the use of narrative in online conversations among persons suffering from
chronic opiate addiction. The narratives the authors examined were the topics frequently
discussed on the message board: the recovery process and what it means to be ‘clean’.
In Al Anon, illness narratives are an important way for family members to express
their feelings through telling their stories of dealing with an addict. Young and Rodriguez
(2006) explain that by listening to people’s stories, we are able to determine their “values,
mental constructs that drive their decision making and the goals they have for their own
health care” (p. 49). By attending Al Anon, I found that through narratives, which were
often constructed within dialogue, members discover that we are more alike than we are
different.
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Theory based analysis of narratives. When I designed my study, I predicted that
a variety theories and models could illuminate the rhetorical strategies used to understand
and predict my participants’ narratives. These included:


Health Belief Model (Rosenstock, 1974)



Convergence Theory (Rogers & Kincaid, 1981)



Social Cognitive Theory (Bandura, 1986)



Collaborative Interpretation (Young & Flower, 2002)

The Health Belief Model (Rosenstock, 1974) attempts to explain and predict
health behaviors by focusing on the attitudes and beliefs of individuals and includes
perceived susceptibility, perceived severity, perceived benefits, and perceived barriers of
a health condition. Convergence Theory (Rogers & Kincaid, 1981) emphasizes the
importance of information sharing, mutual understanding, and mutual agreement on any
group action that would bring social change. Social Cognitive Theory (Bandura, 1986) is
influenced by reciprocal interaction among personal thoughts, social influences, and
environmental influences. Finally, Collaborative Interpretation (Young & Flower, 2002)
includes the concepts of empathy, knowledge-building, and shared agency. In practice,
Collaborative Interpretation is a “method of structured conversation that builds on
communication skills and empathic exchange” (p.79). All of these theories include the
construct of self-efficacy or agency, which helped me make sense of my participants’
narratives, the themes that emerged from them, and the creation of new narrative
typologies specific to addiction-affected family members.
For this analysis I relied on two foundational medical models that influence
communication in the mental healthcare system. The biomedical model is based on the
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assumption that poor health can be explained, identified, and treated with physical means
(Davis, 2010; Jones, 1994; Mishler, 1981; Twaddle & Hessler, 1987). The biomedical
model only considers the physical aspects of disease and thus communication is limited
to a one-way interaction where providers with the medical knowledge ask pointed
questions, provide medicine, and give instructions (du Pré, 2002; Greenhalgh & Hurwitz,
1999). The biomedical approach to treating mental illness sees symptoms solely as
biological conditions and therefore prescribing medication to physically change levels of
neurotransmitters in the brain. This medical model of psychiatric care was prevalent in
the 1970s and 80s, but it does not consider self-efficacy or agency.
The biopsychosocial model takes into consideration not only the physical causes
and effects of disease, but also people’s feelings, ideas about health, and events in their
lives (Engel, 1977). The biopsychosocial model takes into account patients’ physical
conditions, thoughts and beliefs, and social expectations. The biopsychosocial model
successfully addresses the “holistic” experiences of illness, including our body, mind, and
emotions. In treating mental illness and addiction, this model seeks to treat mental illness
not only through counseling and social support, but also addresses the biological need for
medicines.
For my study, I chose a narrative framework that subscribes to the
biopsychosocial model of considering people and their experiences in a holistic manner.
Therefore for this analysis, I began by understanding Frank’s (1995) seminal typology of
illness narratives. In The Wounded Storyteller, Frank (1995) discusses three types of
illness narratives: the Restitution narrative, the Chaos narrative, and the Quest narrative.
The Restitution narrative plot reflects a “natural desire to get well and stay well” (Frank,
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1995, p. 5). The plot is a very positively-geared narrative. An example of the Restitution
addiction narrative in my study is an excerpt from Participant 005’s interview:
When I look at how life is now…the first three years after he died I opened up a
restaurant, I opened up two gift shops, I had my family working with me and were
having so much fun and really enjoying life. I met my current husband in 2007. I
was one of these, “I will never get married again, no way!” You know, his
daughter in law lives across the street, she and I had known each other about 10
years since I had moved into that house and she called me one day and I was
already coming out of my depression and was happy again. I felt like I didn’t have
someone beating me down every day. She said “I know you’re a widowed
woman, but I have this wonderful father in law who would just love to have
someone to go out to eat with him.” And his wife had died of cancer and he had
cared for her for 3 years. That told me a lot right there. So he took care of her and
when I met him there was an instant “This guy is for real” because I had not had
anyone treat me like that and he is wonderful. So I wake up every morning and
say “Good morning darling!” (laughs) Where it used to be that I would wake up
and not know what was going to be thrown on me. But, my life now is so totally
different. I never knew I could be this happy. I really do. And he is 20 years older
than I am and is wonderful in every aspect of being a husband. He is great and he
even eats meals when I get them ready!
The plot of the Chaos narrative “imagines life never getting better” and stories are
“chaotic and filled with anxiety.” This negatively-geared narrative is one Frank calls the
“anti-narrative,” because it has “no sequence” (p. 99). Although my participants
provided examples of negatively-geared narratives, I did not find examples of narratives
without sequence. An example of the Chaos narrative may be found in Participant 003’s
interview:
Um, well, I can focus first on my ex-husband. It’s been chaos, is how I would
describe it. Um, during the time when there’s a lot of interaction with him…right
now I’m at a point in my life where there’s very little contact with him. I think
when you’re in the midst of living with someone with an addiction it’s really
constant chaos. There’s really nothing, there’s no security, nothing is predictable.
Just moment by moment can change. So there’s a lot of fear. A lot of uncertainty
and confusion.
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Finally, the Quest narrative views illness as a journey and “meets suffering head
on” (p. 115). People who ascribe to this type of narrative accept illness and seek to use it
are usually involved in patient advocacy (p. 116). An example in my study is in
Participant 007’s narrative:
I kind of became my own parent. As I parented my child I parented my inner
child. When Christmas came around I would buy my son gifts and then I would
buy myself gifts that I would have given myself- when you’re 8 years old you
want a Barbie dream car! And I had a niece who is a year younger than my son
and I bought all of this stuff for me but I gave it to her– she had more Barbie stuff
than she could, I mean, she was choking on it (laughs). But I learned how to heal
that inner child and express that nurture she needed as I was giving it to my son.
Frank has been cited in many studies as a way to understand different types of
illness narratives. For example, Weingarten (1999, 2001) used Frank’s illness narratives
to help describe her personal experiences with breast cancer. Whitehead (2006) found
that Restitution, Chaos and Quest narratives were represented by patients living with
chronic fatigue syndrome. In her book, The Inner World of Medical Students: Listening
to Their Voices in Poetry, Johanna Shapiro (2009) uses Frank’s illness narratives to help
explain the writing styles of medical students’ experiences while attending medical
school. However, Frank’s narratives have not been used as a way to identify different
types of narratives provided by family members of addicts.
Philosophies of Communication
Buber (1970) describes dialogue as a constant attempt to come together to find
shared meaning and understanding. Pearson and Nelson (1991) include these concepts in
their basic definition of communication, stating it is “a process of understanding and
shared meaning” (p. 6). Dialogue has the power to move communication to a more
productive level and promote better communication and solutions, which is essential in
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the field of health communication (Black, 2008). Isaacs (1999) supports this concept by
claiming that dialogue encourages us to open up, tell the truth, and to be honest about
feelings. Dialogue encourages a degree of openness that requires an aspect of
vulnerability that causes us to reflect on our own responsibility. Dialogue also requires a
collaborative mindset that brings a sense of being genuine, real, and authentic (Arnett,
Grayson, & McDowell, 2008; Petraglia, 2009). In dialogue practice, when a person
listens, he or she is doing so in the effort to come to a collaborative solution; they are
listening for understanding and learning through the disclosure that is taking place
(Anderson & Cissna, 2008; Bohm, 2003; Isaacs, 1999). In the case of addiction-affected
family, Dialogue may be viewed as a tool that counselors or therapists can use to engage
family members in the attempt to come together to discuss the addict, their behavior, and
the effects on the family.
Foucault (2001) discusses the concept of “fearless speech” and the care of the
self- the human quest and the need to live and deal with the real truth. Foucault discusses
the idea of the “parrhesiastes”— someone who says everything he (or she) has in mind,
does not hide anything, but rather “opens his heart and mind completely to other people
through his discourse” (p. 12). The word “parrhesia” therefore refers to a type of
relationship between the speaker and what he says (Foucault, 2001). Parrhesia requires
courage to speak the truth “in spite of some danger” (Foucault, 2001, p. 15). In this sense,
my participants were courageous because they entrusted me with personal information
about their lives that was difficult for them to share. Finally, parrhesia recognizes truthtelling as a “duty to improve or help other people as well as himself” (p. 19). Several of
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my participants expressed that they hoped by sharing their difficult stories others could
one day benefit.
If Foucault emphasizes the power of the truth, then Hadot’s philosophy may be
viewed as the way in which that truth is expressed. Hadot (1995) expresses the need for
humans to work with what they have, to use one’s inner resources to get through, instead
of avoid problems. Language is used as a channel in which to deal with and find out the
purpose and meaning of life. Language is the means by which we share and distribute
cognition (Hutchins, 1995; Lave, 1991; Nardi, 1996; Perkins, 1987; Resnick, 1991).
Henry (2008) is more specific in that he describes truth being communicated though
language in the form of metaphors. Therefore, I looked at the communicative or
rhetorical strategies my participants used to express their understanding of addiction.
Even during my initial interviews I recognized that my participants were communicating
their “truth” through different rhetorical strategies such as metaphors, and therefore a
complex method of analysis would be required.
Interpretive Phenomenological Analysis in Communication Research
I used a specific type of phenomenology to analyze my data called Interpretive
Phenomenological Analysis (IPA) (Smith & Osborn, 2008). IPA is a qualitative approach
that focuses on understanding a particular phenomenon, as well as “the examination of
how people make sense of their major life experiences” (Cassidy, Reynolds, Naylor, &
De Souza, 2011; Eatough & Smith, 2008; Pringle, Drummond, McLafferty, & Hendry,
2011; Rasool & Nel, 2012; Smith et al., 2009, p.1; Smith & Osborn, 2008). Smith et al.,
(2009) also note that IPA is connected to the “core principles of phenomenology through
paying respectful attention to a person’s direct experience and by encouraging research
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participants to tell their own story in their own words” (p. 3). The goal of my research is
to better understand the experience of the addiction-affected family as communicated
through participants’ narratives. Because I am interested in the specific experiences of
those who have lived with addicts, this method of inquiry certainly applies. I stated in my
prospectus that “I view social support as the venue in which mental health-related
dialogue can take place, narratives as the channel though which vital information is
communicated, and systems theory as a way to make sense of these different concepts.”
IPA is similar to systems theory because as Smith et al. (2009) states, “IPA is concerned
with the dynamic relationship between the part and the whole — to understand any given
part, you look to the whole, to understand the whole, you look to the parts (p. 28).” I am
now choosing to view systems theory simply as a way of viewing family systems, the
mental healthcare system, and looking at my participants in a holistic manner.
I used IPA as a tool to help me organize and understand the narratives I collected.
Because IPA allows for detailed examination of communication reflected in the data, it is
an effective method to use for my study as well as future communication research. Data
collection for IPA is similar to phenomenology and suggests semi-structured interviews,
followed by transcribing the interviews and analyzing them “case by case through a
systematic, qualitative analysis” (Smith et al., 2009, p. 4). My interviews were semistructured in that they each had the same basic questions, yet I also had the ability to
probe for deeper answers when needed. In addition, semi-structured interviews
complement the idea of narratives because although they have predetermined themes and
questions, there is also “openness to changes of sequence and forms of questions to
follow up the answers given and the stories told by the subjects” (Kvale, 1996, p. 124). I
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used follow up questions during my interviews to delve deeper into salient issues and also
to help me clarify participants’ answers when needed. Kvale (1996) also notes that semistructured interviews afford participants the opportunity to provide detailed, rich accounts
of their experiences, and I am confident this method was beneficial in gaining the
detailed accounts of my participants.
To maintain a similar level of meaningfulness across participants, Smith and
Osborn (2008) recommend a small (3-6), homogenous group of individuals who share
common defining characteristics directly related to the research questions. Participants in
my study are all related to a person who suffers from a dual diagnosis of mental illness
and addiction to drugs and/or alcohol, and have consequently had many negative
experiences with that person. Smith et al. (2009) add that participants are “selected on the
basis that they can grant us access to a particular perspective on the phenomena under
study” (p. 49). In my case, the phenomenon is living and coping with addicts’ behaviors.
Even though addiction is a critical problem, few researchers have used IPA to examine
the full depth of experience of relatives of addicts. My goal is to use this mode of analysis
to add scholarship regarding mental health and addiction. My hope is to add a new
dimension to the tools that researchers and practitioners use to understand and equip
family members in coping with the difficulties associated with addiction.
IPA also considers the concept of hermeneutics, the theory of interpretation, with
the aim of understanding shared meanings (Heidegger, 1975). Taylor (1996) adds that
explaining that the foundation of Heideggerian hermeneutics is for the researcher to be
situated in the research and for the experience to be understood through the use of
language. Where Heidegger emphasizes the universal quality of our experiences,
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Merleau-Ponty (1962) focuses on our own uniqueness within our world. According to
Bäckström and Sundin (2007), phenomenology uncovers meanings and hermeneutics
interprets the meaning. Smith et al. (2009) claim that access to experience relies on “what
participants tell us about that experience and the researcher then needs to interpret that
account from the participant in order to understand their experience” (p. 5). Smith and
Osborn (2003) use the term ‘‘double hermeneutic’’ to define the participant’s ability to
interpret their own experience as well as the researcher’s ability to interpret the
participant’s account. The double hermeneutic process of questioning, uncovering
meaning, and further questioning involved in interpreting and understanding a
phenomenon is called the “hermeneutic circle” (Eatough & Smith, 2008; Moran, 2000;
Smith, 2007; Smith et al., 2009). As a communication researcher I am attempting to make
sense of my participants’ narratives, just as they are attempting to make sense of the
addicts’ behavior, as well as their own feelings regarding those behaviors.
The goal of an IPA study is to provide a “detailed and nuanced analysis” of the
lived experience of a small number of participants by discovering emerging patterns
taken from “verbatim extracts” provided in the interview transcripts (Smith et al., 2009,
p.4). Smith et al. (2009) suggest “between three and six participants as a reasonable
sample size for a graduate study using IPA” (p.51). I coded four interviews, identified
emerging themes from each interview individually, created a new coding scheme from
themes emerging from all four interviews, and then applied these themes to the remaining
five interviews. Smith et al. (2009) claim that when people are engaged with an
experience of something major in their lives, they begin to reflect on the significance of
what is happening and IPA research aims to “engage with those reflections” (p. 3). It is
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through these insightful reflections that I was able to assign meaning to my participants’
narratives.
Research Questions
Because limited health literacy has been found to be a more powerful predictor
than race or education, it is imperative to raise literacy rates, especially for vulnerable
populations such as family members of addicts. Raising mental health literacy will not
only help those dealing with an addict, but will also help decrease stigma toward those
suffering from mental health or addiction. I view social support as the venue in which
mental health-related dialogue can take place, narratives as the channel though which
vital information is communicated, and Interpretive Phenomenological Analysis as a way
to make sense of these different concepts.
Because 70 million Americans suffer from depression at some point in their lives
as well as experience addiction, we can then assume that there are also millions of people
dealing with and reacting to addicts’ behaviors. Because so little health communication
literature addresses mental health literacy and addiction, my study merits the details used
by the qualitative method of inquiry of phenomenology. I seek to gain a detailed
understanding of how addiction-affected family members communicate their experiences
as well as how dual diagnosis, health literacy, social support and narratives interplay. I
am using the qualitative method of phenomenology, which “describes the meaning of the
lived experiences for several individuals about a concept or the phenomenon” (Creswell
1998, p. 51; Creswell & Plano Clark, 2011; Riemen, 1986). One of the goals of my
research questions was to identify the communication strategies my participants used to
express their concepts of social support as well as their own health and well-being. For
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my study, I use the terms “communication strategies”, “rhetorical strategies” and
“linguistic” comments interchangeably. I used communication strategies as a general
term to describe the different ways my participants could express themselves during the
interview process (before I conducted the interviews), rhetorical strategies as the types of
communication strategies that emerged from my data, and linguistic comments as the
IPA term that I used to analyze participants’ specific uses of language, including word
choice, grammar, tense, and voice.
By conducting in-depth, semi-structured interviews I explored the following
research questions:
RQ1: What do illness narratives reveal about the participants’:


level of mental health literacy



need for increased mental health literacy



perceived level of social support available to them



need for social support

RQ2: What communication strategies do participants use to describe how social
support affects their experience of stress?
RQ3: What communication strategies do participants use to describe the
connection between addicts’ behavior and their own physical, mental and social
well-being?
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Chapter 3
Methods: An Interpretive Phenomenological Analysis of
Addiction-Affected Family Members
Because I could not have completed this study without gaining the complete trust
of my participants, I offered them four assurances:
1. Experience: I explained that I know dealing with an addict’s behavior can be
difficult and taxing physically, mentally, and emotionally. I acknowledged
that though our experiences were different, I understood at least part of what
they had been going through.
2. Value: I assured them that I valued their time and willingness to communicate
personal information, and that I would do all I could to protect their
information and identities.
3. Gratitude: I expressed to them how much I valued their trust in my ability to
accurately convey their stories.
4. Goals: I described my desire to use their narratives to someday help others
who were dealing with similar circumstances.
Several of my participants had serious concerns about their anonymity being
protected and confidentiality being maintained (e.g., because they are still married to an
addict or going through divorce proceedings). I ensured each participant that I would
protect their anonymity by immediately assigning them a number (001- 009). The only
documents that have my participants’ names are the Informed Consent forms, and I
assured each participant that the only two people to have access to the forms would be
Dr. Amanda Young (my dissertation advisor) and me. I also reassured each participant
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that whatever information they shared with me was invaluable and would remain
confidential because I understood the importance of maintaining this confidentiality.
Figure 1 outlines the general plan I followed once I gained my participants’ trust:

Conduct
in-depth
semistructured
interviews

Transcribe
each
interview as
conducted

Analyze
data using IPA

Member
Check
by discussing
findings with
participants

Report
findings

Figure 1. The Planning Process of Analyzing Participant Interviews
Recruiting Process
After receiving IRB approval in June 2012 (Appendix E), I began to recruit my
participants using chain referral sampling (Erickson, 1979). I first spoke with my
mother’s Al Anon sponsor who referred me to another Al Anon member whom neither
my mother nor I had met. I emailed a note to this member to introduce myself and
explain the goal of my study, and she agreed to speak with me. We met on August 16 at a
local Starbucks coffee shop (a location she chose) and conducted the interview, which
lasted about an hour (Participant 001). When the interview was complete, I asked her if
she knew anyone else who might be willing to speak with me. Participant 001 gave me
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the contact information of another woman she knew, and this woman became Participant
002. I repeated the process from August 16-24 until I had interviewed nine people. Table
1 shows the demographics of my participants.

Table 1
Demographics of Participants

Participant Age Range

Gender

Race

Addict

001

60-70

F

W

Husband

002

40-50

F

B

Boyfriend/Husband

003

30-40

F

W

Husband/Mother

004

60-70

F

W

Sons

005

60-70

F

W

Husband

006

60-70

M

W

Son

007

40-50

F

W

Mother/Siblings

008

50-60

F

W

Brother

009

50-60

F

W

Husband
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I interviewed 9 family members of individuals who suffer from the dual diagnosis
of mental illness and addiction. Eight participants are female and 1 is a male, and 1
participant is African American and 8 are White. I only interviewed participants who
were not previously known to me in any capacity, were at least 18 years of age, were able
to read and speak English, and self-reported a family member with dual diagnosis. I
excluded participants who were previously known to me or my family, under the age of
18, unable to speak or read English, or self-reported no experience with a family member
with the dual diagnosis.
Rationale for Study Design
I used qualitative methods because they provide the in-depth and comprehensive
viewpoint of participants that I needed to explore my research questions (Creswell, 1998;
Denzin & Lincoln, 2011; Maxwell, 2005; Morse, 1994, 1997; Yin, 2011). A powerful
feature of qualitative research is that it investigates “people’s subjective understandings
of their everyday lives” (Pope & Mays, 2000, p. 6). Because I am investigating the
unique experience of the addiction-affected family, I employed a phenomenological
study design. Phenomenology allows us to better understand the meaning of the
experiences for several individuals about a concept or phenomenon (Creswell 1998;
Giorgi, 1985; Moustakas, 1994; Polkinghorn, 1989; Riemen, 1986). Polkinghorn (1989)
argued that the goal for the phenomenologist should be to explore the structures of
consciousness in human experiences.
A phenomenological study complements my goal of understanding the essence of
dealing with an addict’s behavior by providing an accurate description (Morse & Field,
1995; Valle & King, 1978). Omery (1983) adds that phenomenologically oriented
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psychological research seeks to answer two related questions: “what is the phenomenon
that is experienced and lived, and how does it show itself?” (as quoted by Creswell, 1998,
p. 276; Benner, 1994). Through my interview process I found that listening to narratives
helped me better understand how my participants make sense of their experiences with an
addict who also has the dual diagnosis of mental illness. It is notable that the mental
illness of the addict was self-reported by the family member, and this may have
influenced how family members perceived the addict’s behavior (i.e. if the addict is
depressed, this may explain why they choose to self-medicate with drugs or alcohol).
Similarities in experiences come from a shared understanding of what it means to
be human being who is “self-interpreting” their experiences (Brenner, 1994, p. vii).
Benner’s notion of “self-interpreting” applies to my study in the sense that my
participants related stories of how they react (or have reacted in the past) to addicts’
behaviors while trying to make sense of these behaviors, as well as their own feelings
regarding these behaviors.
Semi-Structured Interviews
Understanding the experiences of other people and the meaning they make of
those experiences come from the interview process (Seidman, 2006). My goal was to
listen to narratives to gain a better understanding of the phenomenon of dealing with
family members who are affected by a dual diagnosis of addiction (specifically substance
abuse and alcoholism) and mental illness. Semi-structured interviews complement the
idea of narratives because although they have predetermined themes and questions, there
is also “openness to changes of sequence and forms of questions to follow up the answers
given and the stories told by the subjects” (Kvale, 1996, p. 124). Using in-depth, semi51

structured interviews, I explored my research questions. I listed the interview questions
(Appendix F) I asked and placed them under the research questions they address:
RQ1: What do illness narratives reveal about the participants’:


level of mental health literacy



need for increased mental health literacy



perceived level of social support available to them



need for social support

1. Please tell me what it has been like for you dealing with an addict.
2. In what ways do you seek help when you feel you are unable to cope with the
addicts’ behavior?
3. Do you know of support groups in your area that help families of addicts?
4.

Have you ever attended a support group such as Al Anon? If so, how long?

5. What is your understanding of how addiction affects people’s behavior?
6. What is your understanding of the word “enable” and how it applies to addiction?
RQ2: What communication strategies do participants use to describe how social support
affects their experience of stress?
7. How have support groups helped you deal with an addict?
8. Identify any support systems that help you with issues/stress when dealing with
the addict.
RQ3: What communication strategies do participants use to describe the connection
between addicts’ behavior and their own physical, mental and social well-being?
9. How long has the addict in your life been using drugs or alcohol?
10. How would you describe your current physical health status? Mental health
11. How has dealing with the addict affected your health?
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When I began my interviews, I realized that I would be asking participants to
discuss the emotional topic of dealing with an addict. I began each interview by reading
from my IRB interview recruitment script (Appendix G): “During the interview, you may
feel uneasy about sharing personal information regarding experiences with the addict. I
realize this is a highly sensitive area and topic for some people to discuss. Therefore, you
are free to stop the interview process at any time without consequences.” Although I
anticipated that some of my participants might have hesitated to answer some of my
questions, I found that they were extremely open and willing to share their personal
information.
I also anticipated that some participants might have been in the midst of crisis and
might need counseling or help that I am not qualified to provide. In May, 2012 when I
presented my proposed topic to the Institutional Review Board, one of the suggestions
they made was to create a brochure that included social support resources for both family
members and addicts, as well as my contact information. When I gave a copy of the
Informed Consent form (Appendix H) to participants, I also gave them the brochure I
created (Appendix I). I am thankful to the IRB for that suggestion, because several of my
participants thanked me for creating the brochure. In fact, Participant 006 contacted me
about six months after I interviewed him and asked me to provide him with additional
brochures so he could give them to some of his friends.
Finally, I transcribed interviews and performed ongoing analysis to pinpoint
emergent themes or patterns, or absence of patterns (Denzin, 1970; Lincoln & Guba,
1985; Miles & Huberman, 1994). Through in-depth interviews, I began to more fully
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understand how my participants experience (or experienced in the past) living with an
addict.
I viewed some possible benefits for those participating in my study. First,
dealing with an addict requires a lot of attention. From my experience, family members’
feelings and thoughts are often secondary to the actions of the addict. I hoped that my
participants felt validated by having the opportunity to tell their stories. My hopes were
confirmed when Participant 006 thanked me for asking him about his opinion, indicating
that addicts’ behaviors require a lot of attention and at times can overshadow family
members’ feelings. Participant 008 also expressed her appreciation for the fact that I was
focusing my study on family members of addicts, because she often felt that her feelings
and opinions were secondary to her brother’s addiction and actions. Secondly,
participants had the opportunity to contribute to a project that is intended to help the
community of family members of addicts. In some way, all of my participants
communicated to me that they hoped their stories could eventually help others who are
suffering from similar circumstances.
Confidentiality
All of my participants signed the consent forms and agreed to be audio recorded.
I conducted the interview and then transcribed the recordings within one to two days. To
protect the confidentiality of participants, I took the following precautions: I conducted
all interviews in a private room (or a location suggested by my participant) and kept all
interview materials on my password-protected computer. Dr. Young and I are the only
people who have access to any files or interview notes. Finally, I plan to destroy all data
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within five years by shredding all interview notes, field notes, informed consent forms,
and any other documents relating to my participants.
Method of Analysis
The Interpretive Phenomenological Analysis (IPA) coding process provides an
effective framework to understand the stories of family members of addicts. Although
IPA takes a significant amount of time to analyze transcripts, it allows for deeper access
into each narrative to reveal the common experiences of each of those individuals
(Cassidy et al., 2011; Eatough & Smith, 2008; Smith & Osborn, 2008). I gathered data
from a small number of participants so I could concentrate on a richer depth of analysis
that might be inhibited by using a larger sample (Smith et al., 2009). Using data from
only a few participants allowed me to focus on the detailed examination of each
particular case what sense this particular person is making of what is happening to them
(Smith et al., 2009). Figure 2 shows Smith et al.’s (2009) Six Step IPA process to analyze
data:

Step 1

• Read and Reread Original Data

Step 2

• Put Interviews into Grid Format

Step 3

• Develop Emerging Themes

Step 4

• Search for Connections Across Emerging Themes

Step 5

• Move to the Next Case and Repeat the Process

Step 6

• Look for Themes Across Cases

Figure 2 Smith, Flowers, and Larkin’s (2009) Six Step IPA Process
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Step 1: Reading and rereading the original data (also re-listening to the audio
recording of the interview). It was important that my participants’ words were accurate
and their stories remained the center of my analysis. I conducted and transcribed the
interviews in August 2012, and I have read over and listened to them numerous times
while working on this study. Sometimes I listened to the interviews to find inspiration
when I was having difficulties with the writing process. Other times, I listened to the
interviews to note specific voice inflections or stressed words that I might have missed
the first time through. I also listened for pauses, sarcasm, tone, and other conversational
markers that cannot be noticed when reading the interview.
Step 2: Initial noting of the interview into a grid format, and dividing comments
into three categories:


Descriptive (content of what the participant has said),



Linguistic (specific uses of language, including word choice, grammar, tense,
and voice)



Conceptual (engaging comments at a more interrogative level)

This process allowed me to understand the different ways my participants expressed their
experiences of dealing with an addict. I then placed significant comments into the
different categories and made notes and comments on the data. The length of my
interviews ranged from 39 to 60 minutes; each transcript generated 27-53 pages once I
put them into the IPA grid format. Each interview required approximately 20-30 hours to
code. Table 2 provides an example of how I placed each interview into the different
categories.
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Table 2
Example of IPA Coding Process, Participant 009

Transcript

Descriptive

Linguistic

Conceptual

I: Ok, could you
please tell me who
the addict in your
life is?
P: Yes I can. That
would be my
husband. We have
been married for
36 years and his
drinking
career….actually I
have come to
understand that he
was probably born
an alcoholic. And
he drank a lot
when we first met,
we were in college
but when we had
children he quit
drinking for 28
years.

So his drinking
career resumed
about 8 years ago.
And it coincided
with his diagnosis
of being bipolar.
He had been
diagnosed with
bipolar Spectrum 2

Main Idea
Alcoholic,
Understand.
Sarcasm

Husbandmarried for
36 years

She said this
very
definitivelyvery
sarcastically

He drank
when they
met in
college but
quit when
had kids for
28 years

“His drinking
career”
Sarcastic

Started
drinking
again 8 years
ago.

Repeats “his
drinking
career”

bipolarspectrum 2

She has come to
understand that
husband was
probably born an
alcoholic.

Supports
prevalence of
those with
mental disorders
She says
self-medicating
“being bipolar” with
not that “he has drugs/alcohol
bipolar…”
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Bipolar, selfmedicating,
drinking daily
to black out

Step 3: Developing emergent themes by identifying connections and patterns the
data provided. As I put the first interview into the grid format, the “Main Ideas” column
helped to reveal reoccurring themes (e.g., secrets, metaphors). I then explained the IPA
process from my first interview to a fellow communication researcher (Dr. Elizabeth
Stephens) who confirmed the rationale behind my coding scheme. After a few days, I
looked over my interview again to ensure I had captured every utterance that needed to
be coded.
Step 4: Searching for connections across emergent themes by creating a chart to
show how I thought the themes fit together. Table 3 shows an example of how I listed
repeated words and phrases and began to put them into possible themes.
Table 3
Example of Chart Used to Show How Themes Fit Together: Participant 003

Reoccurring Words

Possible Themes

Shame, Functional
Alcoholic, Mask,
Embarrassing,
Shameful, Denial, Hide

Keeping and
Revealing of
Secrets

Enabling, Addict,
Addiction,
Codependence,
Understand

Mental Health
Literacy

Metaphors, Similes,
Analogies, Repeating
of words, Stressed
words

Rhetorical
Strategies
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Step 5: I followed Smith, Larkin, and Flowers’ direction by moving to the next
case by repeating the process of mapping themes for each interview.
Step 6: I followed Smith, Larkin, and Flowers’ direction by looking for patterns
by identifying connections or themes across all of the cases.
Dedoose Process
I used an online qualitative analysis program called “Dedoose” (dedoose.com) to
help me look for patterns across my four cases. Understanding this software was not
intuitive; rather it took some time to work through tutorials and practice using the
examples the website provided. Although Dedoose was designed for users to put in large
amounts of data and for it to produce answers or results (or themes), this is not how I
used the program. If I put my interview data into a program and have it tell me the
emerging themes, this would be counterproductive to the IPA process. Therefore, I chose
to use Dedoose as a way to organize large amounts of text into the themes that I had
already identified from my data. Because it is probably unfamiliar to most readers, I have
provided specific steps and screenshots of Dedoose to show how I used this program.
Step 1: I downloaded my interviews into the Dedoose software. Then,
considering the new coding schemes that emerged from my initial analysis, I highlighted
excerpts from each of the four interviews that exemplified the emerging themes and
assigned them codes. Figure 3 shows an example of this first step:
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Figure 3. Dedoose Screenshot Highlighting Excerpts and Assigning Codes
Step 2. I repeated this process for all nine interviews. Figure 4 shows how data
are presented once all of the interviews were downloaded into the system and coded:

Figure 4. Dedoose Screenshot Showing all Interview Data
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Step 3. The benefit of using Dedoose rather than more expensive software is that
it was easy to capture excerpts, which helped me to identify themes across all cases.
Figure 5 shows how all excepts can be easily gathered by clicking on specific codes (such
as enabling in this case). This process allowed me to quickly infer which codes (themes)
were more prevalent than others:

Figure 5. Dedoose Screenshot Showing Code/Theme Selection
Step 4. I conducted IPA on all nine interviews by developing a coding scheme
from four and interviews and then applying the coding scheme to the remaining five.
Following Smith et al.’s (2009) recommendation, I kept my participant number to a small
homogenous number. However, I went beyond what Smith et al. suggest to gain a deeper
understanding of my participants’ experiences and I wanted the voices of all my
participants to be heard. Figure 6 shows the overall IPA process:
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Participants

003 007 008 009
STEP 1: Identify emerging
themes among individual
cases

STEP 2: Create new
coding scheme and use
Dedoose to identify
themes across cases

STEP 3: Apply themes
across cases/create
new health narratives

STEP 4: Apply themes and new
health narratives to all nine
cases

Figure 6. IPA Coding Process Specific to My Study
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Validity
Qualitative studies do not require a study’s sample to be generalizable to a larger
population the way that quantitative studies do. Rather, qualitative studies are based on
the idea that participants create their social worlds that are specific to time and place
(Warren & Karner, 2010). Huberman and Miles (1994) recommend standards to help
qualitative researchers determine the quality of their conclusions by using comparable
quantitative terms and qualitative terms. They suggest applying the concepts of
objectivity reliability, internal validity/credibility, external validity, and application
guidelines to apply to the data.
Objectivity refers to the researcher’s neutrality and freedom from bias, or, honesty
about any biases that may exist. Miles and Huberman (1994) and Guba and Lincoln
(1994) require that a study’s conclusions reflect the participants’ perspective rather than
the researcher’s perspective. Similarly, Husserl (1927, 1964) challenges us to take our
own experiences, put them aside, and focus on our participants’ experiences. For these
reasons, I made every effort to “bracket” my own experiences with my brother, and focus
solely on what my participants said (Husserl, 1927, para 3). However, we are all selfinterpreting beings and are meant to derive meaning by listening (Heidegger, 1975).
When we listen, we hear real life situations, and it may be difficult to separate ourselves
from those experiences (Sarte, 1956). When we actively listen, we make connections and
therefore attempting to “bracket” my personal experiences while conducting my
interviews was difficult. It was a challenge to not connect with my participants when they
mentioned a particular rehabilitation facility or familiar situation, for it is my instinct to
want to create shared meaning from similar experiences. However, I consciously made an
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effort to put aside any pre-suppositions in the interest of focusing exclusively on my
participants’ experiences, as an important part of active, empathetic listening.
Reliability involves the consistency of the study’s methods and coding. Questions
in this area focus on the clarity of research questions, the researcher’s role, coding, and
intercoder reliability. I am confident that my research questions were clear because of the
excellent quality of interviews I gained from my participants. I also feel confident in my
coding process because I meticulously listened and read over my interview transcripts
and used the rigorous method of IPA to analyze my data.
Internal validity involves the findings of the study. Miles and Huberman (1994)
recommend that the researcher ensure that the findings of the study make sense, the
findings are credible, and that they make sense to the individuals being studied. Kvale
and Brinkman (2009) also emphasize the process of validity as one that should
“permeate” the entire research project and one that consists of checking, questioning, and
theorizing, not as a strategy for establishing scientific validity. By repeatedly reading
over interview transcripts, listening to my participants’ interviews, and consistently
checking the accuracy of the excerpts I analyzed from each interview, I ensured the
internal validity of my project. External validity refers to whether the conclusions of a
study have larger applicability (Miles & Huberman, 1994). Questions that apply to this
aspect of validity are looking for ways to replicate the study and making sure that the
study includes a thick description of the participants. By providing a detailed description
of the steps I took during this study, future researchers may repeat my study with
different participants.
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Member Checking
Qualitative inquiry requires member checking as the final step in validation
(Colaizzi, 1978; Lincoln & Guba, 1985). However, more specific to phenomenological
studies, McConnell-Henry, Chapman, and Francis (2011) argue that because there is “no
directive in interpretive research to prove or generalize; the idea of validation is illogical”
(p. 29). Certainly, I want to make sure that my participants view my overall findings as
valid or useful, however I agree with McConnell-Henry et al. that it is difficult to
determine which inferences may be deemed “correct” or “incorrect” by participants. I am
making interpretations based on the narratives my participants provided, and so I found it
less useful to use member checking to have my participants corroborate with my findings.
Because I obtained signed consent forms and some of my participants agreed that I could
contact them after the initial interview, I chose to go back to those who agreed simply to
have them validate the facts and excerpts that referred directly to them. One participant I
met and had lunch with (007) and I spoke to four others on the phone (004, 005, 006,
008). Participants 003 and 009 chose not to be contacted again after I interviewed them. I
attempted to contact Participant 001, but I was unable to reach her using the contact
information she provided me when I originally interviewed her.
IPA is a rigorous and systematic method of narrative analysis that has helped me
uncover a deeper and unique dimension to the stories that my participants provided. IPA
analysis has uncovered emerging themes and patterns, and has allowed me to better
understand family members’ experiences of living with an addict. Using the IPA
framework has helped me to reveal the need for new categories of health narratives based
upon those created by Arthur Frank (1995), which I discuss in the Chapter 4 Analysis.
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Chapter 4
Results and Analysis
In this chapter I will discuss the empirical analysis of the data mining by listing
both the themes I expected to find (based on the interview questions I asked my
participants) as well as the themes that emerged from the data. I will provide a definition
for each theme as well as detailed, in-depth, verbatim examples from my interview
transcripts to support each theme. I began by examining four of the nine interviews (003,
007, 008 and 009). I looked at the descriptive aspects of what my participants said
(literally the exact words they used verbatim), linguistic aspects of how they responded to
my questions (use of metaphors, voice inflections, repeating words), and conceptual
aspects of the general ideas the participants were communicating.
Several themes arose from the concepts, linguistic, and descriptive coding. Based
on my research questions, I looked specifically for social support and mental health
literacy which did indeed emerge from the data. The other two, agency and secrets,
emerged from the data without any expectations. Once I determined the main themes I
then created sub-themes for each. Figure 7 shows the themes and sub-themes that
emerged from the IPA process.
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Mental Health Literacy

Familial Patterns of
Addiction

Enabling/Codependency

Health Effects on
Participants

Dual Diagnosis

Social Support

Al Anon

Family/Friends

Counseling

Agency

Self Agency

Lack of
Agency

Other

Secrets
Keeping
Secrets

Revealing
Secrets

Figure 7. Themes and Subthemes that Emerged from IPA
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God/Higher
Power

Rhetorical Strategies

Table 4 lists my emerging themes, definitions of those themes based specifically
on my study and examples from transcripts which exemplify these themes.
Table 4
Emerging Themes, Definitions and Examples from Transcripts

Theme

Definition

Example
I found out that I’m no
longer running the show.

The use of Agency (self,
God, other, and Lack of)

Text that shows the
participant assigning power
and ability to control one’s
actions or future in relation
to dealing with an addicts’
behavior.

A need for social support

Text that shows the need for
the participant to feel
connected, heard, validated,
supported and understood by
family, friends, church, or
12 step support groups (such
as Al Anon).

Counseling in the church…
there really was no real help
available as far as
counseling and knowing
what to do and how to
handle that.

How mental health
literacy is expressed

Text that shows the ability
for the participant to
understand the definitions,
meanings, and implications
regarding addiction and
mental illness.

Addiction in a family is like
a divorce because lines are
drawn and other family
members want to know why
that person gets all the
attention.

The keeping and
revealing of secrets

Text that shows the pressure
felt by the participant to
hide, conceal, or protect the
secrets and shame addiction
causes.

I kept it so hidden because I
felt like it was my shame
too.
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Agency
Agency, as it pertains to my study, refers to the participant assigning power to
determine one’s actions or future in dealing with an addicts’ behavior. The theme of
agency repeatedly showed itself in different forms throughout each of my participants’
narratives. I looked through each narrative to identify the use of agency and looked for
text that showed the participant assigning power and ability to control one’s actions or
future in relation to dealing with an addicts’ behavior.
Three types of agency emerged from the data:


Self



God



Other



Lack of agency

Agency of self. Several participants expressed a sense of self agency and a strong
sense of control over their environment and situations. In this case I looked for “I”
statements with an action verb as well as positively geared statements. Some statements
consist of: “I would just think to myself, I can do it and accomplish this. As long as I’m
moving myself ahead it’s not him totally tearing me down,” “I learned to be so
independent and I control things; I became the decision maker. I became the head of the
household”, “And even with my mother now, it’s just easier just not to take her calls after
7:00 not to ya know, if a call does get through and she’s drunk just get off the phone. I
just don’t talk about it and don’t try to change her behavior”, and “I went back and got
my Masters in Christian Studies at a local facility here in Memphis and took the courses
required for that degree.”
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God. Some of the key words and terms I searched for to define God as agency
were mentioning God or a Higher Power and an action verb describing how they would
help the participants. I also identify text where participants took agency away from
themselves and gave power to others. Those participants who assigned agency to God
made statements such as: “I got on my knees and asked God to deliver me from that
place, ya know from that situation and the next thing I heard was the garage door opening
up and my husband was leaving the house”, “I really don’t feel like that’s what the Lord
wants me to do. I have asked a lot of times “Lord, are you sure you want me to stay
here?”, “God has turned my greatest misery into my greatest ministry. And I have done
other things in the past, but I really feel like this is where He wants me right now.”
Other. Some participants gave their agency to other people (specifically the
addict) such as a husband or mother. I again identified text that showed the participant
taking power away from themselves and giving it to another person. Some of the
statements my participants made were: “It’s very hard to let [the addict] control your life
by their demands— and there are a lot of demands from the addict.” Some additional
quotes include:
[It was hard to leave him] because I lived in an $800,000 home in Germantown. I
had all my bills paid. I wasn’t working. I was completely dependent on him and I
still am for child support. I let things go instead of confronting him um, because
he was providing a house over my head, he was paying for everything. I had a
fear that he would start taking things away if I confronted.
I found out that I’m no longer running the show. If my husband chooses life that
is up to my husband it is not up to me. I do not have the power of life and death.
He has to make all the chaos himself because I am not going to participate. He has
to find the means to feed his addiction, whether it is the money, time, place, or
what have you. He has to create all that. I’m no longer going to participate
[participant puts hands in the air, pantomiming giving up].
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Lack of agency. When asked about their experiences dealing with an addict,
several participants made statements that communicated a sense of feeling out of control
of the addict’s behavior. I identified text that had “I” in a subordinate clause, along with
negative statements such as “can’t” or “don’t” along with an action verb to assign a lack
of agency. These participants demonstrated a lack of agency in the context of the events
they were experiencing by making statements such as: “[His addiction] is something that
is out of my control; it’s not something I can do anything about”, “[My husband’s
addictive behavior] is not my decision. I do not have the power of life and death” and
“Knowing that [the addict] has a brother who’s addicted it concerns me, but it is
something that I am powerless over.”
Social Support
Another theme is participants’ need for social support. I identified text that
showed the need for the addiction-affected family to feel connected, heard, validated,
supported and understood. Although I asked questions to understand my participants’
social support needs, specific themes emerged regarding where that support is found:


Al Anon



Family and Friends



Counseling
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Al Anon. I include Al Anon as a theme because each of my participants
incorporated the social support group as part of their stories when I asked them Question
1 “Please tell me what it has been like for you dealing with an addict?” Participants
mentioning Al Anon before I addressed it during the interviews is notable because
Question 4 is “Have you ever attended a support group such as Al Anon? If so, how
long?” and I want to be clear that in addition to answering my question about Al Anon,
participants also discussed it on their own volition.
Several participants discussed their experiences and what they learned belonging
to Al Anon groups and made statements such as:
[Through Al Anon] I learned to reach out to others rather than being addicted to
his addiction. I truly realized that my husband wasn’t the only one who lied. I
thought nobody had this problem except me. It helped to just go in and listen and
hear what was going on with me
I would come into the [Al Anon] meetings and they would say “How are you
doing today?” and I would say “Well, he’s not doing too well today…” and they
would say “No. How are you? This isn’t about him.”
Family and friends. Almost all of my participants mentioned family and/or
friends as a source of support. Some of the verbatim excerpts are: “I called my daughter
and son in law and we talked about it and they were really there for me. I look to them for
a great deal of wisdom and comfort. One of the twins is married to a nurse who gives me
good advice also, and they understand”, and “There are also a couple of friends outside
the recovery realm that have been supportive to me as well. My life has grown
tremendously by seeking out friends and family.”
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Counseling. Some participants discussed their need for support through
counseling, including marriage counseling and Christian counseling. Some quotes
consisted of: “We went to a marriage counselor for a few months and that was very
helpful”, “The first time I sought counseling I was in my mid-twenties. I have learned
through the counseling in my 20s, in my 30s and in my 40s that there’s going to be highs
and lows and I have had to make peace with things that were out of my control” and
finally:
Looking back I would encourage young people to get Christian counseling-the
day I walked in there and she said “We have talked a lot about [your husband]. I
know everything there is to know. But I don’t want you to mention his name
during this session.” And I thought “I have to focus on me!? I’ve got to talk about
me?” But it was the greatest thing because being able to focus on me made me
realize that hey, I am worthy.
Mental Health Literacy
To help answer RQ1: “What do illness narratives reveal about the participants’
level of mental health literacy and need for increased mental health literacy” I identify
specific words or phrases that demonstrate an understanding of either mental illness or
addiction. I also identify words or phrases that communicate certainty in the way the
participants are thinking or understanding illness/addiction. I have separated the mental
health literacy portion into different subthemes of understanding, including family
patterns of addiction, enabling/codependency, co-occurrent/dual diagnosis of the addict,
and participant illness.
Family patterns of addiction. Participants demonstrated an understanding of the
perception of addiction being a condition that they understand to have a familial pattern
that may be passed on to future generations. Some of the quotes include:
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My husband’s family on his father’s side were all alcoholics and most of them
died from alcoholism. I find that I truly believe that there is a heredity aspect in it.
There’s no question in my mind.
His dad died when he was 18 and his mother will say no, he wasn’t an alcoholic”
But he and his sister would say “yes, he was an alcoholic or yes, he was a heavy
drinker.
His family unit was just a breeding ground for this inability of how to cope with
life.
I grew up in a family where my mother was an adult child of an alcoholic. I don’t
know if there were any others but it had a big influence on me and my siblings. So
the dysfunction passed down through the generations.
He has always been hyperactive and so I think the alcohol would help him relax,
and to self-medicate for guilt or whatever. Ya know, just not being able to cope
with life.
My mom was totally checked out because she probably had catastrophic
depression.
Ways of knowing. It is important to note when my participants expressed how or
when they mentioned “different ways of knowing” terms regarding their experiences with
an addict. In each participant’s narrative I looked for words that indicated gaining
knowledge such as learning, understanding, realizing, as well as words or phrases that
showed consciousness such as “aware” and “dawned on me.” Some examples are:
I have come to understand that he was probably born an alcoholic.
I have been aware of his addiction for probably 15 years.
It finally dawned on me that I felt like his mother because I acted like his mother.
I had to learn to be strong and not back down from him because he was very
controlling.
Use of figurative language. Several themes emerged to help answer RQ2:“What
rhetorical strategies do participants use to describe how social support affects their
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experience of stress?” The rhetorical strategies participants used to express their
understanding of addiction were “different ways of knowing,” as well as figurative
language such as analogies, metaphors, and similes and tone of voice.
Analogies. An analogy is a comparison between two things for the purpose of
explanation or clarification. My participants used analogies to help them explain
addiction, enabling, and codependency:
Enabling: I think of the story of the person who saw a cocoon that had fallen but
was still a living cocoon and he had opened it up and inside, trying to help this
creation of God come out and be able to fly, he damaged the prospective butterfly
and it was never able to fly and it could only crawl on the ground and never flew.
Codependency: I know I need to definitely take care of myself…the picture of an
airplane when it’s getting ready…the pilot comes on and says “We’re having
problems and we are going to deploy the oxygen masks” and my son is next to
me, say as a young boy, and the oxygen mask comes down and I can’t do
anything to help him until I put that oxygen mask on myself and take care of
myself. So ah, taking care of other people only after I am able to serve because I
am in a healthy place.
Tone of voice. One of the benefits of an IPA study is the requirement of listening
to and reading the interviews multiple times. This process allowed me to recognize
details that might have been missed otherwise. Tone of voice contain nuances that require
listening to the interview tapes and do not translate on paper, but reveal my participants’
emotional attitude toward their experiences. I have bolded the words, phrases or
sentences where participants communicated a sense of cynicism (having a skeptical or
negative attitude), sarcasm (using irony to mock or convey contempt), humor, or a
general frustration of dealing with an addict. Some examples from my participants’
narratives are: “Well, his drinking career resumed about 8 years ago.(sarcasm)”, “The
next week he brought home one of those boxes of wine that has the spigot on it and I
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knew something was not right (laughs). (sarcasm, humor)”, “I said “You’ve got your old
friend with you don’t ya?” and he said “Yeah, I decided I needed some tonight.” And I
said “One sip, and you’re gonna be right back where you were. Why make that choice?”
(sarcasm), and “Once, in a New York City hotel we had our beer tab was higher than the
room (laughs)! (sarcasm, humor)”
Metaphors. The purpose of the metaphor is to use the qualities of the one element
to illustrate the qualities in the other. In many instances, my participants compared two
unlike things to communicate their experiences. Some examples include: “[Enabling] can
be as simple as arguing with them every time they throw out the rope and there’s a tug of
war”, “[Confronting the addict] provokes a lot of anger and why would I add fuel to a
fire that’s already burning out of control?”, “At one point in my therapy I wrote out
everything negative that I could think of that he had said to me because it would help me
to see the elephant in the room I guess and say ‘This is not okay’”, “When he drinks he is
not a happy camper so when I walked in the door I didn’t know if the rollercoaster was
gonna be high or low…sometimes I would wake up in the morning and he was still drunk
from the night before” and “There was always hostility and you never knew, you walked
around on eggshells all the time and never knew who was gonna blow up and how
nuclear it was gonna get.”
Similes. Similes compare two unlike concepts by using “like” or “as”. My
participants frequently used similes as a strategy to create understanding of their
experiences. Some examples are: “I feel like I was a survivor”, “[When her husband
abused her] you just feel like trash afterwards”, “[Mother who was depressed/addicted]
looked like a cancer patient”, “Addiction in a family is like a divorce”, “Going through
76

the grieving process with the addict -concern with my son’s addiction was like a double
whammy”, “[My wife] felt like a door mat in that she was helping [the addict] overcome
the things that he struggled with”, “I think the sex abuse had a lot to do with his
alcoholism, but my parents didn’t affirm that pain either; they exposed it which was like
double abuse you know.”
Addiction effects on participants’ health. To answer RQ3: “What rhetorical
strategies do participants use to describe the connection between addicts’ behavior and
their own physical, mental and social well-being?” I asked “How would you describe
your current physical and mental health status?” and “How has dealing with the addict
affected your health?” The way my participants answered these questions revealed their
understanding of how addiction has affected both their physical and mental well-being.
The first quote is notable in the sense that she comments on how her affected mental state
is “normal” or understandable when living with a chronically ill/addicted person. Some
responses were:
I have had periods where I have been depressed from time to time and I think
that’s normal when you’re living with a chronically ill person. And physically, I
have Fibromyalgia and I don’t know if I would have gotten that had I not been
living under this type of stress.
I went through a very deep depression and didn’t understand that my body
chemistry…I have chronic depression -it took me about 40 years until I really felt
mentally sound. I needed to take care of my own health and to draw boundaries
and to say “I’m sorry I’m not available.”
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Keeping and Revealing Secrets
Another theme that emerged from the data was the concept of keeping and
revealing secrets. For the purposes of this study, I define secrets as the pressure felt by
the family member to hide, conceal, or protect the secrets and shame addiction causes.
Some quotes from my participants are:
I couldn’t tell anyone of course [about the addiction and abuse] so there was the
secrecy and anger and resentment -it was always so secretive. Of course, when
he’s [being verbally abusive] and you’re by yourself and the piercing doesn’t go
as deep, but when there are other friends standing there, then it hits very deep
because you don’t want anyone to know how he treats you.
I think that [parents] didn’t understand it because I had kept everything so
secretive for such a long time. It was just secrets upon secrets.[At Al Anon] they
were saying things that I could totally relate to. And those were my secrets. Those
were things that I would never…I was so ashamed.
The empirical analysis of the data mining both confirmed themes I expected to
find as well as uncovered themes that emerged. IPA only asks a researcher to list
emerging themes and provide substantial verbatim extracts from interviews, but I wanted
to go beyond what IPA requires. Although it is important to discuss emerging themes, I
needed a framework to help make sense of the patterns I was seeing across all nine
interviews. Therefore, I took Arthur Frank’s (1995) narrative typologies, and applied the
themes that emerged from my data to develop a critical reading of Frank layered onto my
participants’ narratives to create a new narrative typology. I have synthesized all of my
participants’ narratives to create a detailed, personal description of my participants’
stories and assign them new typologies specific to the addiction-affected family. I will
then discuss what can be learned from the new narrative types, the elements of this study
that I feel are important to consider, some unexpected challenges I encountered while
conducting this study, and ideas for future research.
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Frank’s Narratives and Addiction-Affected Family Narratives
I borrowed from Frank’s (1995) narrative typologies to create a parallel subset of
narratives specific to the addiction-affected family. I then used my new typologies as a
lens to understand the themes that emerged from my participants’ narratives. Although
Frank’s narratives focus on the storyteller’s view of their own experience with illness, I
felt these typologies could also transfer to stories regarding someone else’s illness and the
sense making that occurs in these circumstances. My parallel typologies contain elements
of Frank’s, yet are also distinctly different. Frank’s narratives focus one’s own experience
with illness (a woman’s experience dealing with her diagnosis and treatment of breast
cancer). However, when families are affected by an addict’s actions, the family member
must try to interpret those actions along with their own thoughts and feelings in relation
to those actions. As I looked at the different narratives my participants provided, it
became evident that more detailed descriptive categories are needed to describe their
experience than what Frank offers. Figure 8 shows Frank’s typologies and how I drew
from each type to create my new typologies specific to the addiction-affected family:

Chaos
• Crisis Narrative
Narrative
Restitution • Resolved
Narrative
Narrative
Quest
• Resilient Narrative
Narrative
Figure 8. Frank’s Typologies and Addiction-Affected Family Typologies
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From the chaos narrative to the crisis narrative. The Crisis narrative is similar
to Frank’s Chaos narrative in that the family members’ narrative “imagines life never
getting better” and their stories are “chaotic and filled with anxiety.” Both narratives are
negatively geared in tone. Although Frank calls the Chaos narrative the “anti-narrative”
because it has “no sequence” (p. 99), my findings suggest that rather than a lack of
sequence, the Crisis narrative may contain the normal story structure of beginning,
middle and end. In the case of the addiction-affected family, “Crisis” refers to the
participant’s perception of feeling that they are living in a difficult state of instability
caused by an addict’s behavior. I found that even if the addict is currently sober, some
family members choose to focus on the chaos the addict has created and continues to
create in their lives.
The general feeling one gets from listening to this type of narrative is a lack of
hope for the future. They communicate primarily a lack of agency, with some God/other,
and very little self-agency. My findings also suggest that some Crisis narrative
participants display some resistance to (or frustration with) support groups, or view their
experiences with support groups as negative. Although Crisis narrative participants have
high levels of understanding addiction, mental illness, enabling, and codependency, the
knowledge has had little influence on the decisions they have made in their lives. Some
of the rhetorical aspects participants use is that they sometimes speak in absolutes, such
as “I will never get over what he has done to our family”, “She will always be an addict”,
or “Knowing everything I have been through, I don’t think I will ever get over what he
has done to me, what he has done to our family.” In addition, several terms are used to
express the hidden nature of addiction, such as “clandestine drinker”, “closet drinker”,
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“functioning alcoholic”, or “highly functioning” to describe the secret life of someone
who goes to work during the day and then abuses drugs/alcohol away from others. I also
identify two possible conclusions to the Crisis narrative by either posing questions such
as “What do I do now?”, “How do I handle this going forward?”, or “How is anyone
supposed to handle what I am going through?” or with a feeling of resignation or giving
up, making statements such as:
We don’t make appointments or engagements with friends anymore because he’s
not available. He is never available. I went and had dinner with friends last night
and he missed our daughter in law’s birthday party- he just didn’t show up. And
so we know he is just not available and that’s kind of the code word we use. He’s
just “not available” so I quit asking him.
If we get up Friday morning to go to Birmingham and he’s not able to go I will
just leave him—go without him. And it’s not a mean thing… it’s just the way it is.
And I worry about him, because he might not be alive when I got home. I try not
to think about that because it’s out of my control. It’s not something I can do
anything about. I’ve tried, believe me I’ve tried…but at this point, I just give up.
According to his doctor, he is in the last stages of alcoholism. His tolerance has
dropped a lot. He can’t drink more than 2 or 3 ounces of alcohol without
becoming sick, so if there was anything that is really, really sad about this
situation it is where he is right now. It is very sad, but what are you gonna do?
My husband refused to go to treatment and he has been in that alcoholic relapse
ever since. So we’re coming up on 3 years in December that he will have been
relapsed. Um, he has had several hospitalizations during these last three years. He
had a really bad fall and they thought he broke his neck. He has been in the
hospital 3 times with a blood alcohol level of over .29 which the doctor said
would kill a lot of people. I guess I have sort of given up on him ever changing
his ways.
When I come home in the evening, who knows who is going to be there when I
get home. When he drinks he is not a happy camper. Um, right now because he
can’t drink too much without being sick he’s not a stumbling drunk if I can
categorize it that way, he is more of a very unpleasant person to be around. But I
don’t think that will change any time soon.
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Table 5
Similarities and Differences in Frank’s Chaos Narrative compared to Crisis Narrative

Frank’s Chaos Narrative

Crisis Narrative

Negatively geared narrative

Negatively geared narrative

Imagines life never getting
better

Imagines addict never getting
better/not staying in recovery

Chaotic and filled with
anxiety

Chaotic and filled with
anxiety

Anti-narrative- no sequence

May contain story structure of
beginning, middle and end

N/A

Lack of Agency or God/Other

N/A

Resistance to support groups

N/A

High levels of mental health
literacy but does not apply
knowledge to their lives

N/A

Secretive, no revealing secrets
From the restitution to the resolved narrative. I also took Frank’s Restitution

narrative and created a Resolved narrative. The name “Resolved” refers to the fact that
the addict in the family member’s life has died, and therefore the ongoing issues an addict
creates have ended. However, because the participant still recalls life with an addict, they
are able to describe their experiences with the benefit of hindsight. Because an addict’s
recovery is never absolute, and divorce many times still requires dealing with addict,
death of the addict is the only true absolution.
The general sense of the Resolved narrative is reflective, contemplative, and
remembering; and the past tense is frequently used. A person using this narrative often
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assigns agency to God/Higher Power or themselves, attends support groups (or has a lot
of social support from friends and family) and have high levels of mental health literacy
that have influenced decisions in their lives. Some of the rhetorical aspects include a
matter of fact tone of voice, many analogies and metaphors used to communicate their
experiences, and many ways of knowing terms such as “I realized” or “I understand” to
express how they came to understand the implications of the addict’s behavior. Table 6
shows the similarities and differences in Frank’s Restitution narrative compared to
resolved narrative:
Table 6
Similarities and Differences in Frank’s Restitution Narrative Compared to Resolved
Narrative

Frank’s Restitution
Narrative

Resolved Narrative

Positively geared narrative

Matter of fact attitude

Imagines health getting
better

Death of addict has resolved
some issues, although
residual issues may remain

N/A

Reflective, contemplative
tone

N/A

Primarily God/Higher Power
or self agency

N/A

Use of Social Support/either
groups or friends and family
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From the quest narrative to the resilient narrative. Frank’s Quest narrative
views illness as a journey and “meets suffering head on” (p. 115). Those who relate this
type of narrative accept illness and seek to use it and are usually involved in patient
advocacy (p. 116). The general sense of this narrative is resilient, overcoming and
moving forward. Self-agency is primary, may participants also assign God/Higher Power
agency, but have little or no lack of agency or other agency. Participants who present a
Resilient narrative may attend support groups but have many friends/family support.
Mental health literacy levels are high and the knowledge has influenced decisions in their
lives. Rhetorical aspects include the use of humor, analogies and metaphors, ways of
knowing terms such as “I realize” or “I understand”, as well as use many “I” statements
such as “ I went to college and got an education.” or “ I feel like I was a survivor.”
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Table 7
Similarities and Differences in Frank’s Quest Narrative compared to Addiction-Affected
Family’s Resilient Narrative

Frank’s Quest Narrative

Resilient Narrative

Positively geared narrative

Positively geared narrative

Views illness as a journey
and meets suffering head on

Views addiction as a
journey and meets suffering
head on

Accept illness

Deals with addict’s
behavior and seek to use it
and are usually involved in
patient advocacy

Involved in patient advocacy

Involved in addictionaffected family advocacy
(mentoring, advice)

Uses illness to learn and
grow

Uses adversity caused from
addiction to learn and grow

N/A

High levels of Self Agency

N/A

Use of Social Support

N/A

High levels of Mental
Health Literacy

N/A

Lack of Secrets/Shame

New Typologies Assigned to Each Participant
I brought together a detailed, personal description of my participants’ stories and
assigned my new proposed typologies to each narrative to help answer my research
questions. I used the IPA process with Participants 003, 007, 008, and 009 and then
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applied the emerging themes and new narrative typologies to all nine interviews. Once I
placed each of my participant’s narratives into one of the new addiction-affected family
narrative typologies, I began to gain a clearer picture of similarities and differences
between each narrative. Table 8 lists each participant and the new narrative type I
assigned to it.

Table 8
All Nine Participants with Assigned Narrative Type

Participant

Narrative Type

001

Resolved

002

Crisis

003

Crisis

004

Crisis

005

Resilient

006

Resilient

007

Resilient

008

Resolved

009

Crisis
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Crisis narrative (participants 002, 003, 004, and 009). The general sense of the
Crisis narrative is one of anxiety, uncertainty and confusion. I placed Participants 002,
003, and 004 in the Crisis narrative category. These narratives were difficult to listen to
because each participant seemed to be living in “crisis mode” and in the midst of
struggling through the ramifications of dealing with an addict’s present or past behavior.
Participant 002 is an African American woman between the ages of 40-50. She was
married to an addict, divorced him, and then dated a man who was also an addict.
Participant 003 is a White woman between the ages of 30-40. She was married to, then
divorced an alcoholic/addict and also has a mother who is an alcoholic. Participant 004 is
a White woman between the ages of 60-70 who speaks mainly about her younger son’s
addiction but also alludes to the possibility of her older son’s addiction as well.
Participant 009 is a White woman between the ages of 50-60. She is still married to an
alcoholic who is in the final stages of pancreatitis. My interview with Participant 009 was
difficult and emotional. First of all, we could only meet at a certain time because she did
not want her husband to know she was meeting with me to talk about him. With a tough
exterior, she displayed an attitude of sarcasm and frustration. Several times during the
interview she expressed frustration by throwing her arms in the air to demonstrate her
feelings of giving up.
These participants use words such as “crazy”, “chaos” and “unpredictable” to
describe the state of crisis they are experiencing. Some examples of the general feeling of
these narratives and the problems these participants are experiencing come through in
their narratives:
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(002) Sometimes my ex-boyfriend would break in our house and steal things and
act like someone else did it. And then my husband would say ‘I’m outside the
house. I know you’ve got somebody in there. I‘ll kill you’ It was crazy. It makes
me scared of men to this day.
(002) Living like that, with an addict, man, you’re crazy. It’s almost like you’re
the drug addict. And now I’m staying up at night like I’m smoking crack. Ya
know, and you don’t trust people no more, you don’t trust guys, like they are
always up to something. You want to make sure …is he on crack? I am always so
paranoid about that.
(003) It’s been chaos, is how I would describe it. I think when you’re in the midst
of living with someone with an addiction it’s really constant chaos. There’s really
nothing, there’s no security, nothing is predictable. Just moment by moment can
change. So there’s a lot of fear. A lot of uncertainty and confusion.
(003) There is also a lot of verbal abuse, a lot of emotional abuse and some
physical abuse so there have been nights where I take the children and we sleep
with the doors locked in the guest bedroom because I knew when he woke up he
would come looking. And in the middle of all that chaos you’re not thinking
clearly, you’re not thinking long term.
(004) I’m hoping there’s only one [addict in my family] and that would be my
younger son. However, my older son, I’m worried about…he’s doing some weird
things lately. Plus he seems to be drinking a lot from what we can gather. But not
being around him all the time we don’t know for sure. There’s a lot I don’t know
and I don’t want to know. But I know he is drinking- I saw him yesterday and I
saw him take all those beer cans out of his car and put them in the trash. He is just
so unpredictable which makes my life so unpredictable.
While Participants 002 and 004 demonstrate “no agency” or a “lack of agency,”
Participant 003 gives her control over to her ex-husband. Participant 009 communicates a
lack of agency regarding her husband’s addiction, but she also assigns agency to her
husband and God since she feels they are the only ones who can help him. It is
significant that although 002 is no longer dating or married an addict, she still speaks
about her lack of agency in the present tense. Participant 003 is also divorced from her
ex-husband, but she mentions that she is “still completely dependent on him.” Participant
004 repeats the word “powerless” several times and seems to remain “blissfully unaware”
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of her son’s level of addiction. Participant 002 expresses her lack of agency by stating “I
just keep thinking, no one’s running this ship, ya know? He can’t control himself and you
can’t control him.” Some additional excerpts regarding lack of agency from the interview
transcripts include:
(003) [It was hard to leave him] because I lived in an $800,000 home in
Germantown. I had all my bills paid. I wasn’t working. I retired…I was a retired
veterinarian…I retired my license. I was completely dependent on him and I still
am for child support.
(004) He also has a brother who’s addicted, it concerns me, but it is something
that I am powerless over. If [my son’s addiction] has affected my mental health, I
am blissfully unaware (laughs). Yes, because ya know, I think what you don’t
know won’t hurt your for one thing. I know what he’s doing but I know there’s
nothing I can do about it.
Although each of the Crisis narrative participants understands the definitions of
enabling and codependency, this understanding has not seemed to influence them to stop
these behaviors. It is also important to notice that Participant 002 and Participant 009
both express their husbands as diagnosed as “being bipolar” instead of “having bipolar
disorder” or “he was suffering from bipolar disorder.”
(002) I would say “are you bipolar?” You know “What’s wrong with you?” So
you know, he went back to Lakeside. Got diagnosed as being bipolar and started
taking some medicine. And it worked for a little while. Then he would stop taking
the medicine and get high.
(002) [Enabling means] I made it comfortable for him. He would wreck a car. I
would go get another car and put it in my name for him to get to work, but I was
helping him get to the crack house. I think I knew that I was making it worse, but
I kept doing it, you know?
(004) And I know I’m codependent…I didn’t even know there was such a thing
when this all started. But I’m sure I have been because I help him.” [Enabling] is
essentially what I have been doing. Like I said, when you enable someone, you
keep the props under them so that they can continue to display this horrible
behavior. Ya know, they can continue to do what they’re doing because they
don’t suffer the consequences. And yes, I have been guilty of that (laughs).
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(009) [His addiction] coincided with his diagnosis of being Bipolar. He had been
diagnosed with Bipolar Spectrum 2. I have learned through my recovery about
detachment and about you know, loving him but not his behavior; there’s a lot of
behaviors in enablement and codependency that propagate continued use. That’s
what I think of when I think of enabling- getting right in the addiction with them.
Participant 004 conveys a feeling of frustration for the general public’s
understanding as well as professionals’ understanding of mental health issues when she
states “I found out really early on that the average person out there is unaware of their
own issues and are certainly unaware of what to do with alcoholism and addiction as well
as many psychologists and psychiatrists.
Participant 009 communicates a strong understanding of her husband’s mental
health/ addiction, how that how she enabled her husband in the past, and how she has
learned how to not support his behavior. She repeats the phrase “I’m no longer going to
participate” a couple of times in the statements below indicating that although she once
participated in her husband’s addiction (by enabling), she has made a choice to no longer
do so. Although she still physically lives with her husband, she has separated herself
emotionally from his addiction. This separation is reflected in her non-verbal
communication (she put her hands up and rolled her eyes several times during the
interview). She also talks a lot about her recovery process and less about the possibility of
her husband’s recovery. Also, she has a strong belief that her own physical and mental
health has been affected by the stress of with her husband’s addiction. She states
“Physically, I have fibromyalgia and I don’t know if I would have gotten that had I not
been living under this type of stress” and I have had periods where I have been depressed,
a little here and there, and even feel hopeless from time to time. But I think that’s normal
when you’re living with a chronically ill person, you do feel hopeless sometimes.”
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In the Crisis narrative, secret keeping is still a high priority and secret revealing
has not yet been considered. Much like the Resolved narrative, Crisis narratives
participants use terms such as “functional alcoholic” or “highly functional” to describe
the secret life of the addict. However, Crisis narrative participants are not ready to share
their experiences (either past or present) and continue to maintain the secrets the addicts’
behaviors have created. Examples include:
(002) I wanted to keep everything he did between just us. It’s not like I wanted
people to know our secrets. I didn’t talk to my friends about it, nobody at work
knew, and my aunts- they didn’t know either. Most people still don’t know what I
went through.
(003) My ex-husband is an addict, alcoholic and I would also say that my mother
is although it’s never really been discussed. Because she is highly functional and
she only drinks at night so she functions during the day but she drinks every night
and has ever since I was little. I’ve kept everything so secretive for such a long
time.
(004) Of course there are always skeletons in everyone’s closet and things you
don’t want to talk about. At so many places you have to appear perfect because
everyone else looks perfect. You just fake it and tell everyone that everything’s
okay, you know?
(009) He is a closet alcoholic and hid bottles of wine at first and then other liquor
and then vodka became his drink of choice. His level of responsibility and
dependability dropped quite a bit. I would find him passed out drunk on a day he
was supposed to be at work and things like that. And I couldn’t tell anyone of
course so there was the secrecy and anger and resentment [participant rolled her
eyes when she said the last sentence]. He is very high functioning. It’s quite
amazing. But when I come home in the evening, who knows who is going to be
there when I get home.
An aspect that most of my Crisis narrative participants share is their general
resistance to social support groups and the philosophies shared at groups such as Al Anon
or church groups as well as seeking help from friends or family members (which helps
keep secrets). However, Participant 009 has attended Al Anon for many years and this
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may add to her attitude of resignation, for she communicates the sense that she has tried
everything to help both her husband and herself. Some verbatim excerpts include:
(002) I really fought going to a support group. I just kept thinking to myself, I
didn’t want to go [to Al Anon] because it’s not my problem, it’s his problem.
Why should I have to go get help if he’s the one causing all of the problems in our
lives?
(003) I got into a weekly counseling with a Christian counselor um, because I was
starting to have “widow fantasies”—not about killing him but about ya know, the
police showing up and telling me he was dead. I was thinking that would be the
only way out. I tried Al Anon and didn’t feel as much of a connection because I
think I needed more of a spiritual connection than they provided.
(004) When I went to an Al Anon meeting I didn’t like it, so I didn’t go back. I
also tried a support group at my church. But the confidentiality that is essential is
not there. It is not there. The lady that’s supposed to be leading it will engage in
gossip. So when my oldest son said he was leaving his wife, I mean that was a
bombshell. It was a bombshell. And everyone knew. It’s supposed to be
confidential and it wasn’t.
(004) Al Anon meetings told me that I shouldn’t talk to him and should cut him
off. But my support means everything to him so I said “Well, you’re out of your
mind! He’s my son and I love him and I’m not gonna do that. I have
grandchildren.”
(009) After about 6 months I did get a sponsor in Al Anon and that sponsor was
someone they call a “Double Winner” and a Double Winner is someone is a
recovering addict or alcoholic themselves. So it was really neat because she could
share with me how my husband felt – the shame and self-contempt, desperation
and she could also tell me how she felt because she had codependency issues as
well.
(009) I have been in Al Anon a long time, I think that’s a really hard thing to do
because that’s part of the enabling and obsession with that addict, with that
alcoholic, with that chronic liar, with that person with a mental disorder, with that
person who has a physical problem or who is depressed a lot, ya know, is that you
tend to draw back and obsess so much about them that you don’t take care of
herself and lose yourself you know. I have been reminded of things that I like to
do and so the things that I like to, I do those things now. I like to sew and I love to
go out to eat, well you can see that (laughs), I love to go out with friends and I do
that on a regular basis and not with my husband.
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One of the rhetorical aspects of the Crisis narratives I heard were that Participants
003 and 004 expressed themselves through asking questions that communicate frustration
and confusion about how to handle situations that the addicts create. Two examples
include “(003) Sometimes I think- is there something wrong with me? How did I get
myself into this and how will I get my kids out of this situation?” and “(004) I struggle
with- what is my role? How am I supposed to fix him?”
Resolved narrative (participants 001 and 008). The general sense one gets from
listening to a Resolved narrative is one of resolution, finality, and reflection. Both
Participants 001 and 008 presented stories that fall into the category of Resolved
narratives. Although the addict in the life of 001 was her husband and the addict for 008
was her brother, both participants communicate the general idea of contemplating and
gaining knowledge from those experiences after the death of the addict. Both women use
phrases such as “Looking back, I wish I had…”, “If I could go back, I would do things
differently”, or “Knowing what I know now” to express the reflective nature of the
Resolved narrative.
Participant 001 is a White woman between the ages of 60-70 who was married to
an alcoholic for 33 years before they divorced. Her husband died in 2005 and therefore
has had time to gain significant insight and make sense of her ex-husband’s behavior.
One example of this insight is “I didn’t really understand that [my husband’s alcoholism]
was a disease until much later.” Participant 001 also freely discussed her inability to
accept her husband’s addiction and reflects back on how she was in a state of denial and
at one point did not understand addiction. She also uses similes to describe her
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experiences of dealing with her husband’s periods of drinking and sobriety. One example
of these concepts is:
I was really in pretty big denial. I was actually probably illiterate about the
disease. Since it would go long periods between the drinking and I would think
maybe it’s the last time- it was like a roller coaster. Although I think I was still in
denial but deep down I knew.
Participant 001 also has an interesting perspective on the definition of enabling
and how she viewed her role in enabling her husband:
[Enabling] means to me that I mothered him. I remember one of the first
treatments I went to with him, and he started to cry and I reached over to hand
him the Kleenex and the counselor took my arm and said “He can get it” It was
interesting…I was feeling resentful feeling that I was the “mother” and he was the
“bad boy”. But then it dawned on me that I feel like his mother because I acted
like his mother. Duh! (laughs). It’s just a subtle, progressive…it’s insidious. It
grows and grows and grows and as he was getting sicker, so was I.
Participant 001 also discusses how she received social support from Al Anon and
that listening to other people at the meetings helped her make sense of her own
experiences:
I couldn’t get over how open some of these people were [at Al Anon]. They were
saying things that I could totally relate to. And those were my secrets. Those were
things that I would never…I was so ashamed. I was ashamed. And I got over that
when I truly realized that it was a disease and my husband wasn’t the only one
who lied. I thought “nobody has this problem except me.” It helped to just go in
and listen and hear what was going on with me. And I wasn’t even aware….that
was the beginning.
Another notable aspect of Participant 001’s narrative is the way she expressed the
pressure to keep her husband’s alcoholism a secret and how she wished at times that her
husband would die in an accident so her pain of dealing with him would end. This is
notable because Participant 003 also discusses experiencing “Widow Fantasies” of her
husband dying and her not having to deal with the pain any more. Participant 001 states:

94

He was highly functioning and I knew he was a clandestine drinker. But I was in
denial so I made it pretty easy. I am ashamed to admit it but I thought “Maybe he
was in an accident and this will all be over with” You know, it was horrible. You
just get so tired of it.
Participant 001 is resolved, resolute, and settled; she seems to have a sense of
peace regarding her experiences with her ex-husband and expressed this when she stated
“I’m doing better now [after husband’s death] I don’t worry like I used to.”
Participant 008 is a White woman between the ages of 50-60. Her brother was an
alcoholic and died in 2000. Like Participant 001, Participant 008’s narrative is quite
reflective in nature with the benefit of hindsight to help her view her experiences as an
addiction-affected family member. She seems to have a real sense of why her brother
abused alcohol as well as what she wished she had done differently, and frequently uses
metaphors and similes to describe how she would have confronted her brother’s
addiction:
[If family had talked about the addiction instead of hiding it] it might have
communicated to him that we cared. It might have felt like an attack, but that’s
the general risk if you have a confrontation with somebody. And then again, it
might have been that we were saying “Hey, you matter. You matter so much that
we’re not gonna just sit back and watch this. Get help. We are behind you. We
will be with you, however we can do, as a family, however you need support, we
will do that. And we will also focus on ourselves and not focus on you (laughs).
Participant 008 also articulates her ability to relate to family members who are
still dealing with an addict’s behavior and the chaos they can create:
If you’re right in the middle of dealing with it all, because it’s awful, when I
would have him on the phone late at night and he would be talking about these
events of his past, it was bad. It was traumatic. It was very traumatic.
Much like Participant 001, Participant 008 uses “ways of knowing” terms to help
describe her awareness of her brother’s addiction and also uses words such as “denial” to
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communicate her unwillingness to admit that he had a problem: “I just think I was so
unaware and maybe I was in denial.” In addition, Participant 008 states that her support
system came from friends and like 001, from Al Anon. However, it is notable that 008
did not decide to attend an Al Anon meeting until after her brother died.
I guess it was about five or six years after he died that I went to an Al Anon
meeting. I remember everyone being very quiet when I said “Well, the addict in
my life is dead.” I mean, I think it was kind of a wake up call for some of the
other people in the room that it can be even worse.
Participant 008’s expression of health literacy is significant because she
demonstrates that even a trained mental health counselor may not have high mental
health literacy. This is exemplified in her statement “Our family was so ignorant and here
I was in the counseling business and I didn’t understand how important family counseling
was because this was his problem you know (laughs). The family gets so sick with the
addiction too.”
Like 001, Participant 008 reflects on the importance of keeping secrets by using
the term “high functioning alcoholic” when she states “Nothing was talked about... as a
family group we never talked about it. But it was there, under the surface. So he was a
high functioning alcoholic but knew he had a problem.”
Resilient narrative (participants 005, 006, and 007). The general feeling one
gets from hearing a Resilient narrative is one of overcoming difficult circumstances
caused by an addict. Similar to the Resolved narrative, Resilient narrative participants
look back at their experiences with an addict in a reflective manner and have learned
from their experiences. Participants 005, 006, and 007 offered narratives that describe
different and difficult circumstances surrounding an addict’s behaviors while expressing
a strong, resilient spirit that reflects that they learned from their experiences.
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Participant 005 is a White woman between the ages of 60-70 who was married to
an alcoholic for many years. They were divorced in 2003 and he died in 2005. She
endured physical, mental, emotional, and sexual abuse from her husband. She is now
happily remarried to a man who is not an addict. This narrative is different than the others
in that this woman describes moving on with her life before her husband died. Her
narrative included several statements that described her looking back at things she wishes
she could change as well as comparing and contrasting her life with her ex-husband and
now with her current husband:
(005) He was abusive—physically, mentally off the wall. The things he would
say… I was raped. Looking back now, there were so many things that he did that I
should have just called the police. If I had it all to do over again I probably would
have tried to get some kind of help to help build my self-esteem because my selfesteem after living with him for a couple of years went rock bottom.
(005) When I look at how life is now: …I am just having so much fun and really
enjoying life. My new husband is so great. I had not had anyone treat me like that
and he is wonderful. So I wake up every morning and say “Good morning
darling!” (laughs) Where it used to be that I would wake up and not know what
was going to be thrown on me. But, my life now is so totally different. I never
knew I could be this happy.
Participant 006 is a White male between the ages of 60-70. His son is an
addict/alcoholic, and the general sense of his narrative is one of learning. He uses a lot of
humor, metaphors, and analogies, as well as referring to specific books, to describe what
he has learned about codependency, enabling, and addiction.
Participant 007 is a White woman between the ages of 40-50 who grew up with a
mother and four older siblings who were all addicts and endured years of sexual abuse
from a friend’s father. She now is married, has a seventeen year old son, and a successful
career.
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(007) And now I have the ability to give [my son] a happy home, a safe
environment, security. Ya know, we have lived in the same house, in the same
neighborhood with all of his friends and it’s been a commitment to provide that. It
was a choice.
(007) I am very careful of the relationship I have with my son. I want to be a good
mom to him. It’s at the point where I have to be a friend to him or he won’t tell
me anything. I have to be a good coach, a good safe harbor for him, with girls and
relationships…because all the boys come to my house and I’m mom to them and I
feed them...and they will come (laughs). So I know all the girlfriends and I know
what’s going on and the girls will come say “What do I do?” and I’m like “well,
what do you think about this? How’s that working for ya?”(laughs) So there
comes a point that there are things that have happened in the past and you have to
learn to let them stay there. You learn from them and you move on.
All of the Resilient narrative participants have a strong sense of self agency. Their
narratives contain many forms of “I” statements along with action verbs. They also
perceive education as one of the positive aspects that gave them self-worth and helped
them feel better about themselves. Participant 005 mentions how she enabled her
husband, but then at a point decided to stop the enabling behavior. One notable statement
below provided by Participant 007 is when she mentions being molested as a child, and
how she brought that truth to light (as a child) and stopped the abuse from occurring.
Participant 006 discussed how he gained self-esteem when he went back to school. He
states. “One of the things that helped me so much was and got my Masters in Christian
Studies.” Additional examples of self-agency are:
(005) I dreaded going home. So I threw myself into my work. I went to college
and got an education. So I feel like I was a survivor through that because instead
of spending my time trying to change him I learned quickly that I couldn’t change
him. But every time I walked through the door I didn’t know what I would be
going through.
(005) I made all kinds of excuses – something that I was enabling him to go on
with the wrong kind of behavior. When I put my foot down I said “I will no
longer buy your alcohol or cigarettes. If you get caught out driving around, that’s
your problem.” I would just refuse to get into a vehicle with him when he was
drinking.
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(007) I learned to be my own caregiver. I am a very driven person. I learned at a
very young age to set my own alarm clock and get myself up and get ready for
school and go to school, and to walk however far I needed to get to the bus and
always had ya know through the school program, so I had at least one good meal
a day. I learned to take care of homework and assignments and by the time I was
in high…no middle school…I started working, really full time while I was going
to school as well as during the summer. So learned how, I would ride my bike and
would go buy groceries that I could put in the basket on the front of my bicycle so
that I could have food in the house and I would take care of my mom. And so it
was, I learned to survive.
(007) When I was six years old my girlfriend’s father was sexually abusive and it
lasted for about nine years. He molested me… By the time I was in the 8th grade
the molestation stopped because I brought it out. I told my friend “You know your
dad does this.” And my girlfriend said “Oh no he doesn’t.” and I said “Yeah, he
does.” So she went upstairs and confronted her mother and it wasn’t an hour later
that they were taking me home and I never saw them again.
Participants who I placed in the Resilient narrative category comprehend both
addiction and mental health issues, how these have affected the addict, as well as
themselves. Similar to Frank’s Quest narrative, the Resilient narrative participants also
take what they have learned and use it to help others. Some verbatim excerpts include:
(005) That’s what I try to tell young people today- I say ‘You may think that
going out to get a beer with an individual or having a glass of wine is okay, but if
you have that addictive personality or behavior that one glass may lead to totally
destroy your life.’
(007) My mom was checked out because she probably had catastrophic
depression. Anger was the tone in our home. So there was always hostility and
you never knew, you walked around on eggshells all the time and never knew
who was gonna blow up and how nuclear it was gonna get, right? I needed to take
care of my own health and to draw boundaries and to say “I’m sorry I’m not
available.”
Resilient narrative participants discuss keeping secrets in the past tense, but also
discuss the point where they decided to reveal their secrets. Some examples are:
(005) He continued to work, he was a functioning alcoholic. But my family didn’t
know any of this, all this time I was going through this. My mother had picked up
on some of it but I kept it so hidden because I felt like it was my shame too. And
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it was not until after I separated what I felt for my husband and what I felt for his
behavior that it became so clear to me. I couldn’t live through that any more.
(007) it was just secrets upon secrets. I learned just to hide—keeping quiet. Not
sharing. I had learned that you put your mask on, and you shut up and you don’t
tell anyone anything about what’s going on. I don’t do that anymore though. They
don’t have that kind of power over me anymore.
Because there is a lack of need to maintain secrets, social support is abundant for
Resilient narrative participants. My participants communicated that for them, moving
past the shame and embarrassment an addict can cause allows them to speak freely with
friends, family, and support groups. Participant 005 mentioned seeing a Christian
psychologist, attending counseling, receiving support from both family and friends, and
attending Al Anon for several years. Participant 007 discussed her close relationships
with her husband and son, as well as support from counseling and friends. Participant
006’s narrative reveals his need for and frequent usage of social support in the form of his
other two sober sons, their wives, Al Anon, open AA meetings, and Celebrate Recovery.
It is interesting to note in Participant 006’s quote below how he expressed his initial
negative perception of Al Anon before he started attending:
Someone said to me ‘Have you ever heard of Al Anon?’ And I said ‘No, what’s
that?’ and they explained what it was and I said “I don’t have a problem; he’s the
one with the problem.” And they said that I should go to an Al Anon meeting. So,
I did when I got back, kicking and spitting and screaming, not wanting to go, but
suggested by other people that I go. And I found that really it was me that
needed… probably more than he needed it as far as getting myself right. So that
was kind of the doorway to my recovery.
In Chapter 5, I will examine the possible implications of these new narratives
as well as what future research may continue to add to the communication discourse
regarding addiction-affected families.
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Chapter 5
Conclusions
What Did I Learn from Each Narrative?
After placing each of my participants in the new narrative type, it is now
important to discuss some “lessons learned” from each specific type. As mentioned in
Chapter 2, a “turn to narrative” or storytelling has created a paradigm shift in the way
illness is communicated. This narrative trend in communicating illness should not be
limited to those experiencing their own illness, but should also be considered for those
experiencing illness through another’s addiction. Also discussed in Chapter 2 is the
concept of active listening, which expresses respect for and attention to the speaker and
permission for them to open up. For example, at the end of our interview, Participant 006
thanked me for asking him about his opinion, indicating that addicts’ behaviors require a
lot of attention and at times can overshadow family members’ feelings.
Crisis. Family members who communicate a Crisis narrative are either currently
experiencing chaos with the addict in their lives or are still dealing with the past chaos the
addict has caused. It would benefit clergy, psychologists, psychiatrists, and counselors to
be aware of the rhetorical strategies that my participants used that caused me to place
them in the Crisis narrative category.
Resolved. The reflective, “hindsight is 20/20” nature of the Resolved narrative
lends itself to be one that others can learn from. Two participants in my study
communicated the need to help others (one by continuing to attend Al Anon meetings and
sponsoring others years after her husband’s death, and one as a counselor). Certainly the
lessons learned from the family members who communicate a Resolved narrative can be
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used to help others who are still struggling with (and may be in crisis mode) an addict’s
behavior.
Resilient. One angle on the Resilient narrative is that difficult circumstances
(such as those caused by an addict) may be viewed not as a detriment but rather as a
positive. For example, in his latest book, David and Goliath (2013), Malcolm Gladwell
shows how strengths and weaknesses may often be misunderstood, and a weakness may
serve as a strength. Gladwell discusses how some of the most powerful people owe their
success to the fact that they have dyslexia. Although having a learning disability such as
dyslexia may be perceived as a weakness, it also forces those who suffer from it to find
ways to compensate, and those ways can serve people very well. For example, David
Boies is one of the most successful trial lawyers in the country. Because he suffers from
dyslexia and cannot read very fast, David has trained himself to actively listen and
remember everything he hears, which allows him to effectively refute the testimony of a
witness.
This concept could be applied to Participant 007. Though neglected as a child due
to her mother’s addiction/mental illness and enduring years of sexual abuse (negative
experiences perceived as weaknesses), she compensated by being fiercely determined and
independent (strengths). No one would want to experience Participant 007’s childhood,
and many people who have dealt with trauma do not experience good outcomes.
However, she attributes her personal success to the difficult childhood she endured.
Participant 007 also demonstrates the power in keeping secrets. As a child, she had no
choice but to keep her family’s secrets; she was not in a position of power and was
unable to control what happened to her. But as soon as she was old enough to take care of
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herself, she thrived. Today, she is extremely open about her childhood experiences. She
acknowledges that her mother’s “catastrophic depression,” siblings’ drug abuse, and the
sexual abuse she endured were not her fault; she refuses to play the “victim role”
regarding what happened to her in the past.
For Resilient narrative participants, forgiveness is their way to achieve resolution
without the death of the addict (as in the Resolved narrative). Demonstrating self-agency,
these participants have overcome difficult circumstances to help the addicts who
mistreated them. Participant 005 states, “My husband and I divorced two years prior to
his death. But I was still his caretaker after he became incapacitated—after we divorced.”
She further demonstrates forgiveness:
(007) I always knew at the end of my mother’s life I would be her caregiver, so
for the last five years of her life she did live with me. So my husband and I took
care of her and she was able to see my child and took care of him the first six
months of his life and that was the greatest joy for her.
(007) You just have to forgive them and bless them and say “But that’s not how I
am going to live.” And now my son is 16 and I have lived out and reminded of my
childhood as he has grown I have forgiven that stage of my past.
Considerations
After completing this study, I have reflected on several aspects that require
additional attention. Although I do not regard these aspects as limitations, I do feel they
merit some further consideration. While some may look at the small number of
participants in my study as a limitation, I argue that I followed the IPA protocol to use a
small, homogenous group of participants. Because this was a qualitative study, it was not
meant to be generalizable to larger populations, but rather illuminate the detailed
experiences of my participants. Although my participants’ stories are unique to them,
their situations with addicts are not uncommon. The power of this qualitative study is that
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it has allowed me to delve into the personal lives of my participants and gain a unique
perspective that quantitative methods would not allow.
Although I was able to place each of my participants in a category of one of my
new narrative types, I am not suggesting that everyone will fall neatly into a specific
category. People’s lives are dynamic and they may be in transition between narrative
typologies and this should be considered for those conducting a similar study.
As noted in Chapter 2, Al Anon groups are primarily made up of White women
(88% White, 85% female). These statistics are also reflected in my participants’
demographic information (page 53): eight out of nine participants are White and eight out
of nine participants are female. IPA does not consider demographics as an element of
analysis and they are not a focus of my study. However, I describe the race, gender and
age of my participants’ because these demographics are consistent with the general make
up of Al Anon, and more importantly, they give the reader a bit of a picture of the
individuals generously sharing their stories. IPA requires a “homogenous” sample of
individuals who share common defining characteristics directly related to the research
questions, but it is certainly important for researchers conducting differently designed
studies to actively seek out diverse groups of participants. Future research should include
the development of a communication intervention tailored to minorities in the hope that
social support group numbers increase for diverse populations.
Unexpected Challenges
As I promised to the Institutional Review Board, I have done everything in my
power to protect the anonymity and confidentiality of my participants. However, living in
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a relatively small city such as Memphis can create some unexpected challenges: on two
occasions the anonymity of my participants could have easily been compromised.
In October 2012, I ran into Participant 008 at my college roommate’s wedding.
When another guest at the wedding asked how we knew each other, I responded, “she is
helping me with my dissertation.” Fortunately, the woman did not ask any further
questions about how we were acquainted and my participant did not seemed bothered or
upset by the interaction. However, it is important to acknowledge how easily her
anonymity could have been compromised and her confidential information could have
been shared if the woman had persisted in asking how my participant and I knew each
other.
In September 2013, I was in Panera Bread in Germantown with my husband,
mother and brother. My brother ran into an old acquaintance who mentioned his brother,
an addict. When the acquaintance introduced himself, I realized that I had interviewed his
father (participant 006) and was not able to admit that I was familiar with who and what
my brother and his friend were talking about. Seeing participants after conducting an
interview with them is probably a relatively common occurrence. Certainly it is helpful
for researchers to have a prepared response if they ever find themselves in these
situations.
Future Research
Communication/public health intervention. Although the power of qualitative
research lies in the detailed account of a small number of participants, it would be helpful
to take the knowledge gained from my study and apply it to larger populations. I want to
take the information I have gained from this study to create a communication tool to help
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guide people to local support groups. I envision the information to be communicated in
several possible ways: one possibility might be similar to the brochure I created for this
study, but would be available at locations such as book stores, gas stations, or coffee
shops. Another possibility is a brochure that addresses each of the four themes (health
literacy, social support, agency and secrets) that emerged in this study and would be
available in doctors’ offices. Finally, a public health campaign could entail a media
campaign (i.e., commercials, print ads) targeting minority populations (because the
research suggests that Al Anon is attended mostly by White individuals) to encourage
them to attend Al Anon or other church-based support groups. The ultimate goal of these
would be to reach a larger number of family members affected by addiction by moving
from the family system to the larger community (worksites, schools, churches). I also
want to expand to different fields across other disciplines where I can contribute the
unique tools of communication theory.
Psychology/psychiatry. Therapists may benefit by looking at the ways people
understand the discourse on addiction by asking questions such as: Does identification of
a patient’s narrative typology help practitioners to recognize when people feel trapped in
their illness narrative of feeling powerless or hopeless? Both medical sociology and
medical anthropology use the term “sick role” (Parsons, 1951) to address how some
people may be stuck in the role of illness. For example, family members may feel trapped
in the Crisis narrative and if so, can therapists use the Crisis, Resolved and Resilient
narratives to help them? Additionally, for the addiction-affected family, dialogue could
be tool that counselors or therapists can use to engage family members in the attempt to
discuss the addict, their behavior, and the effects on the family.
106

Longitudinal study. It would be interesting and beneficial to follow participants
from the point of first contact and track the processes of narrative evolution and the
emergence and trajectories of the narrative. Although Frank does not assert a time frame
on his Chaos, Quest, and Restitution narratives, I see patterns in my participants’
narratives that suggest that although one’s story might begin as a Crisis narrative, it could
move on to either the Resolved or Resilient narrative category in the future.
Family system study. Framing systems and the meta-communication interplay of
different viewpoints and how these differences are negotiated through the family system
would also contribute to the scholarship. The concept of “narrative interdependence,”
which Weingarten (2001) defines as the “interrelatedness of one person’s narrative to
another’s” is interesting (as discussed in Chapter 2). In other words, within families, is
one member’s experience (with an addict) similar to narratives told by the other family
members? What are the similarities and differences of the experience of addiction viewed
by an entire family system? How is the relatively same story of an addict portrayed by
different members of the same family?
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Chapter 6
Epilogue: Somewhere along the way, this became my story too
When I began this project, I naively believed that as a researcher, even a
qualitative researcher, I could somehow separate myself from the stories I was hearing.
When I presented my proposed study to the Institutional Review Board, they asked how I
would react if one of my participants had an emotional response and asked for additional
help. This query is what led to my creating the bookmark with referral information for
addicts on one side, and families of addicts on the other. I was forced to face the fact that
my participants might have a tough time talking about their experiences. Keeping
Husserl’s “bracketing” in mind (see Chapter 3), I kept thinking “this is not about me; this
is about my participants’ stories.” Yet, at some point this dissertation became a part of
me. Somewhere along the way this became my story, too. The deep meaning behind what
I was hearing made me change; change how I parent, how I teach, how I live.
As I listened to my participants’ narratives, it occurred to me that there are many
ways to look at the experience of addiction. Even the same story could be viewed from
different angles. Some narratives may focus on the difficulties they experienced – more
of a Crisis narrative, while others may choose the Resolved or Resilient narratives as
ways to express themselves. As a personal exercise, I have decided to write my own
types of narratives based on my proposed Crisis and Resilient narratives. Because
recovery is never guaranteed, I am not able to write a Resolved narrative.
For example, when I think of what my family and I dealt with when my brother
was in the depths of his addiction, one story in particular comes to mind that illustrates
the Crisis narrative scenario:
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On July 5, 2010, my husband, son, and I were driving home from a weekend
visiting family in Atlanta. For the past few months, my brother Matt’s behavior had been
spiraling out of control. We did not know if he was suffering from severe depression,
bipolar disorder, or from the effects of the drugs he was using to self-medicate. We were
about an hour and a half away from home when my brother’s wife called me in a panic.
Matt was acting very erratic and she had decided to leave the house and take their
daughter with her. We stopped briefly in Tupelo, Mississippi, and I called Matt. He
sounded absolutely distraught—overcome with despair and hopelessness. He told me he
couldn’t go on anymore and I told him to hold on—that I would come over to his house
as soon as we got back in town. The remaining ride to Memphis was tense and stressful.
We couldn’t get home fast enough.
As soon as we arrived back in town I drove to my brother’s house and I let myself
in. It was eerily quiet and all of the lights were off. I began to call my brother’s name.
“Matt… Matt?…Are you here?” I called. No response. As I looked throughout his house
without finding him I became increasingly worried. When I reached the hallway, I
noticed that his bedroom light was on. “Matt? Where are you? MATT!” I yelled, but still
to no response. As I looked down the hallway at his bedroom, a terrifying thought
entered my mind: I was absolutely convinced that I was going to find him dead. I knew I
was too late and that I couldn’t handle whatever I was about to see. I would have to call
911. I would have to tell my parents…Oh God. My heart was pounding out of my chest. I
started to panic. “Matt! MATT!” I screamed. I felt completely out of control. This was
my worst nightmare and there was nothing I could do to help him. I began to shake
violently and my knees buckled. I sat on the floor of the hallway, crying and frozen with
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fear. I began to talk out loud to myself: “It’s okay. It’s okay. You can do this. Stand up.
Look in his room. Don’t panic until you know what you’re dealing with.” I was trying to
remain calm but I must have looked crazy and sounded hysterical. I somehow mustered
up the strength to walk to his bedroom door. Slowly I pushed the door open. “Matt?” I
whispered. Suddenly I heard the back door creak open. I quickly walked back out into the
living room as Matt walked in and saw me crying. “What’s wrong with you?” he asked,
“did you think I offed myself?” “Yes… I did.” I answered. “Well not today… I was just
outside smoking a cigarette” he responded.
I quickly regained my composure, focused on him, and we talked for several
hours about how he needed to get his act together. I could not stop shaking for hours after
this experience. I went home feeling drained, exhausted, and convinced that this would
not be the last time we would have a suicide scare. It was one of the most terrifying
experiences I have ever had. To this day, Matt does not remember any of this happening.
This is an example of my story told through the lens of the Resilient narrative:
Summer, 2011: my brother had been sober for exactly a year. Only one year before, our
family gathered at Lakeside Hospital to fight to keep Matt admitted until we felt he was
no longer a threat to himself. During his time at Lakeside, my family gathered and had a
breakthrough meeting where Matt finally broke down crying and admitted that his life
was out of control. All of the anger, frustration, confusion, and sadness came flooding out
of him and that was the beginning of his recovery. I made a promise to my brother that
day that if he remained sober for a year, I would take him skydiving and he could
experience how amazing life could be.
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So, on July 17, 2011, my husband, my brother, and I drove out to Somerville, TN
and jumped out of an airplane from 14,500 feet. We still talk about that experience as
being one that was so exhilarating, so beautiful, and so meaningful because facing
something scary and living through it means that anything is possible (I am deathly afraid
of heights). Through that experience, life felt exciting and worth living. I knew that
whatever the future held as far as Matt’s recovery, everything was going to be okay.
Throughout the process of writing this dissertation, I prepared for the possibility
that my participants may become emotional, but never considered how the narratives
would affect me. However, as I conducted each interview, I was struck with the absolute
gravity of the information I was hearing. My participants were sharing such personal,
private information that I knew their stories needed to be heard. For example, when I met
participant 007 again on October 4, 2013 (over a year after her initial interview in August
2012) for member checking, I was impressed with how focused she was. She has this
bigger than life personality. Knowing everything she had been through, I was struck with
her commitment to make a difference. However, when I asked her if she would ever
consider being a motivational speaker and share her story she declined. “No, I’m more of
a one on one person. I don’t want to speak to crowds.” And then she became very
focused and intense. She leaned forward in her chair and looked me straight in the eyes.
“Now” she said, “this is your story. What are you going to do with it? Do something with
it and make a difference.” This request motivated me through the writing process and
continues to do so every day.
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Appendix A. Personal Consent Form
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Appendix B. Twelve Steps of AA (also used by Al Anon)
1. We admitted we were powerless over alcohol—that our lives had become
unmanageable.
2. Came to believe that a Power greater than ourselves could restore us to sanity.
3. Made a decision to turn our will and our lives over to the care of God as we understood
Him.
4. Made a searching and fearless moral inventory of ourselves.
5. Admitted to God, to ourselves, and to another human being the exact nature of our
wrongs.
6. Were entirely ready to have God remove all these defects of character.
7. Humbly asked Him to remove our shortcomings.
8. Made a list of all persons we had harmed, and became willing to make amends to them
all.
9. Made direct amends to such people wherever possible, except when to do so would
injure them or others.
10. Continued to take personal inventory and when we were wrong promptly admitted it.
11. Sought through prayer and meditation to improve our conscious contact with God as
we understood Him, praying only for knowledge of His will for us and the power to
carry that out.
12. Having had a spiritual awakening as the result of these steps, we tried to carry this
message to others, and to practice these principles in all our affairs.
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Appendix C. Twelve Traditions of AA (also used by Al Anon)

1. Our common welfare should come first; personal progress for the greatest number
depends upon unity.
2. For our group purpose there is but one authority—a loving God as He may express
Himself in our group conscience. Our leaders are but trusted servants—they do not
govern.
3. The relatives of alcoholics, when gathered together for mutual aid, may call themselves
an Al Anon Family Group, provided that, as a group, they have no other affiliation. The
only requirement for membership is that there be a problem of alcoholism in a relative
or friend.
4. Each group should be autonomous, except in matters affecting another group or Al
Anon or AA as a whole.
5. Each Al Anon Family Group has but one purpose: to help families of alcoholics. We
do this by practicing the Twelve Steps of AA ourselves, by encouraging and
understanding our alcoholic relatives, and by welcoming and giving comfort to families
of alcoholics.
6. Our Family Groups ought never endorse, finance or lend our name to any outside
enterprise, lest problems of money, property and prestige divert us from our primary
spiritual aim. Although a separate entity, we should always co-operate with Alcoholics
Anonymous.
7. Every group ought to be fully self-supporting, declining outside contributions.
8. Al Anon Twelfth Step work should remain forever non-professional, but our service
centers may employ special workers.
9. Our groups, as such, ought never be organized; but we may create service boards or
committees directly responsible to those they serve.
10. The Al Anon Family Groups have no opinion on outside issues; hence our name
ought never be drawn into public controversy.
11. Our public relations policy is based on attraction rather than promotion; we need
always maintain person Al Anonymity at the level of press, radio, films, and TV. We
need guard with special care the anonymity of all AA members.
12. Anonymity is the spiritual foundation of all our Traditions, ever reminding us to place
principles above personalities.
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Appendix D. Twelve Concepts of Service of AA (also used by Al Anon)

1. The ultimate responsibility and authority for Al Anon world services belongs to the Al
Anon groups.
2. The Al Anon Family Groups have delegated complete administrative and operational
authority to their Conference and its service arms.
3. The right of decision makes effective leadership possible.
4. Participation is the key to harmony.
5. The rights of appeal and petition protect minorities and insure that they be heard.
6. The Conference acknowledges the primary administrative responsibility of the
Trustees.
7. The Trustees have legal rights while the rights of the Conference are traditional.
8. The Board of Trustees delegates full authority for routine management of Al Anon
Headquarters to its executive committees.
9. Good personal leadership at all service levels is a necessity. In the field of world
service the Board of Trustees assumes the primary leadership.
10. Service responsibility is balanced by carefully defined service authority and doubleheaded management is avoided.
11. The World Service Office is composed of selected committees, executives and staff
members.
12. The spiritual foundation for Al Anon’s world services is contained in the General
Warranties of the Conference, Article 12 of the Charter.
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Appendix E. Stamped Informed Consent Form
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F. Interview Questions
RQ1: What do illness narratives reveal about the participants’:
 level of mental health literacy
 need for increased mental health literacy
 perceived level of social support available to them
 need for social support
1. Please tell me what it has been like for you dealing with an addict.
2. In what ways do you seek help when you feel you are unable to cope with the
addicts’ behavior?
3. Do you know of support groups in your area that help families of addicts?
4. Have you ever attended a support group such as Al Anon? If so, how long?
5. What is your understanding of how addiction affects people’s behavior?
6. What is your understanding of the word “enable” and how it applies to addiction?
RQ2: What rhetorical strategies do participants use to describe how social support affects
their experience of stress?
7. How have support groups helped you deal with an addict?
8. Identify any support systems that help you with issues/stress when dealing with the
addict.
RQ3: What rhetorical strategies do participants use to describe the connection between
addicts’ behavior and their own physical, mental and social well-being?
9. How long has the addict in your life been using drugs or alcohol?
10. How would you describe your current physical health status? Mental health?
11. How has dealing with the addict affected your health?
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Appendix G. Recruitment Script for Interviews
Interview Recruitment Script:
My name is Tracy Manning, a doctoral student from the Department of Communication
at the University of Memphis. I would like to invite you to participate in my research
study about the social support and mental health literacy of family members of addicts.
You may participate if you are not previously known to me in any capacity, at least 18
years of age, able to read and speak English, and have a family member who suffers from
addiction/depression. Please do not participate if you are previously known by me,
under the age of 18, do not have the ability to speak or read English, or have had no
experience with a family member who suffers from addiction/depression. As a
participant, I will ask you a series of questions about your feelings about dealing with an
addict, as well as some general health-related definitions. The interview should take
about 30-45 minutes.
There will be no perceived physical, social, or legal risks by participating in this study.
During the interview, you may feel uneasy about sharing personal information regarding
experiences with the addict. I realize this is a highly sensitive area and topic for some
people to discuss. Therefore, you are free to stop the interview process at any time
without consequences.
There are two possible benefits from participating in this study. First, dealing with an
addict requires a lot of attention. From my experience, family members’ feelings and
thoughts are often secondary to the actions of the addict. My hope is that you will feel
validated by having the opportunity to tell your story. Second, you will have the
opportunity to contribute to a project that is intended to help other family members of
addicts. Although I truly appreciate your help with my research, no incentives or
compensation will be offered to you.
Thank you for participating in this study. Do you have any questions now? If you have
any questions after participating in this interview, you may reach me by email at
tlmannng@memphis.edu or by phone at 901-494-9348, or my Faculty Advisor, Amanda
J. Young, PhD at 901-678-2565 or ajyoung@memphis.edu. You may also contact the
IRB at 901-678-2533 or email irb@memphis.edu
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Appendix H. Referral Brochure for Interview Participants
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